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THE THERAPY 
OF ASTHMA 





The treatment of 
asthma resolves itse 
into a consideration 
of underlying factors 
and causes. Often 
in ASTHMA the under- 
lying cause is not 
discoverable or changes from time to time—now 
irritant dusts, now bacterial infection, etc. The 
underlying factor is fortunately always the same— 
bronchospasm. 

Thus sometimes causative agents can be removed 
or mitigated but always the underlying factor— 
bronchospasm—can be treated, successfully, with 
FELSOL. 

Most cases of Asthma are chronic and demand 
patience in treatment—persistence with FELSOL will 
yield the highest possible percentage of successes. 


NO MORPHIA .. . . NO NARCOTICS 


Phenazone 0.47 lodopyrine 0.03 
Antipyrine Aceto-salicylas 0.40 





Caffeine 0.10 

Ext, Viscum Album 0.01 

Ext. Brachycladii 0.01 > POWDERS 
Physicians’ samples .and Iitera- for ASTHMA 


ture willingly sent on request 


British Feiso! Company Ltd., 206/212 St, John St,, London, E,C,| 
Telephone: Clerkenweli 5062 Telegrams - Felsoi, smith, London 











u BRITISH MEDICAL JOURNAL ‘|. Jury 21, 19487 8 


For the Disabled 






interests and social contacts, plays an impor- 
tant part in the continued health and happiness 
of the disabled and the infirm. 

For this purpose the NELCO “‘SOLOCAR” is 
ideal. Electrically driven; silent, vibrationless 
and free from fumes; operated with one harid— 


effortlessly and without strain—it climbs any hill,’ 


travels forty miles without re-charging, passes 
through most doorways, turns in its own length 


Enquiries for the new post-war models can now be received. 
A fully detailed and illustrated brochure will shorily be issued 


The NeleooSOLOCAR 


NELCO LTD., Station Road, Shalford, Nr. Guildford, Surrey 
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A 
Beeftea = 


Beeftea, made from Concentrated 
OXO, contains the physiological 
stimulants of beef which aid assimila- 
tion, promote muscular activity and 
act as restoratives in debility. 








Concentrated O XO 
contains 0.5-0.6 Mg/Gm of the Vitamin Niacin 
_ (References Nature, 1944, 153, 99, BMJ, 
1943, 11, 601). 
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LECTURE I 


). Oliver founded these lectures in memory of William 
arpey “ to promote physiological research by observation and 
periment and to encourage the application of physiological 


Bipowledge to prevention and cure of disease and the prolonga- 


Bion of life.” 


3 The subject of the present lectures is the application ‘of 


Lr 


I esicency knowledge to the saving of life and to increasing 
efficiency of flying personnel. As an example, enemy fire 
an obvious risk to which aircrews are often exposed, but, 

ying at 25,000 feet, many thousands of men are constantly 
mposed to other less obvious physiological dangers to life. 

BA this height the atmosphere is lethal to men acclimatized to 
ga level, so that they must be protectéd by oxygen equipment. 

the intense cold is another danger, from which they are pro- 

Hcted by special clothing and equipment. The physiological 

Bmk, anoxia, is an unseen enemy, present continually, from 
ich aircrews must be protected not only by oxygen equip- 

ment but also by training to make them realize the nature of 

his danger and its effects. If they have to crash-land, the 

















Fic. 1—Paul Bert’s decompression chamber. 


Yiazards of sudden deceleration can be greatly reduced by the 
Jpplication of physiological knowledge embodied in crash pro- 
itdure and body harnesses. In tight turns the effects of centri- 
figal forces on the circulation can be minimized. 
Research on physiological problems of flying has been carried 
t intensively in all Allied countries ; the Germans also were 
ly in the field, and large funds and facilities were available 
the purpose from 1933 onwards. The Flying Personnel 
earch Committee, under the chairmanship of Sir Edward 
Mellanby, was set up by the Secretary of State for Air before 
Pile outbreak of the war; it initiated intensive investigations 
for the R.A.F. by R.A.F. medical officers and civilians, working 
loth in the laboratory and in the field, to carry out basic 
*The first of two Oliver- Sharpey Lectures before the Royal 
Dllege of Physicians of London, March, 1945. 





THE EFFECTS OF HIGH 


BY 


B. H. C. MATTHEWS, C.B.E., Sc.D., F.R.S. 


ALTITUDE ON MAN* 


research and organize its application to aircrews. The Ameri- 
cans gave much help before Pearl Harbour, but since then they 
have provided almost unlimited facilities for research in the 
physiology of flight. Research in Canada and Australia has 
been very active, and the results are of great value. It is 
impossible to give credit here to the many research workers 
involved. Free interchange of information has taken place 
between the Allies, and much of the resulting success has come 
from team-work by men from all the Allied nations. 

The field of aviation physiology is wide, and here two subjects 
are chosen : (1) the effects of high-altitude flying ; (2) the effects 
of mechanical stress. 


Physiological Effects of High Altitude 


These can be divided into: (1) the effects of lowered partial 
pressure of oxygen at high altitude; (2) the effects of the 
lowered atmospheric pressure. The first leads to incomplete 
saturation of the blood with oxygen, and may indirectly disturb 
the carbon dioxide content of the blood. The second may lead 
to bubble formation within blood vessels and tissues, and also 
to effects following expansion of the gas present in the viscera, 
sinuses, middle ear, and, after chest injuries, of air within the 





Fic. 2.—R A.F. decompression chamber. 


Anoxia 


Anoxia is not a new problem ; the effects of oxygen lack on 
man were encountered both on mountains and in balloon 
ascents before the beginning of the last century, but modern 
research on this subject was initiated by Paul Bert after the 
disaster in 1875 to the balloon “ Zenith,” in which Tissandier’s 
two companions lost their lives from anoxia, although oxygen 
for breathing was carried in the balloon. Paul Bert (1878) 
built the first decompression chamber (Fig. 1), in which low- 
pressure air conditions could be studied on the ground, and this 
was followed by the work of Haldane, Barcroft, Henderson, and 
Flack, which, in addition to elucidating the nature of anoxia, 
shed much light on the normal processes of respiration. While 
many physiological studies have been carried out in flight, the 
greater part of our exact knowledge comes from studies made 
in decompression chambers (Fig. 2) at sea level or in moun- 
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tain expeditions, as the conditions for research and experi- 
ment are not easily met with during flight. It is necessary to 
draw a sharp distinction between the mountaineer who has had 
days or weeks to acclimatize to low air pressure and the aviator 
who usually starts from ground level and is rarely away from 
it for more than 12 hours. An altitude of 28,000 feet has been 
reached on Mount Everest by men not using oxygen equip- 
ment ; the same height may prove fatal to an aviator in about 
half an hour. 

The accompanying table sets out the major effects of oxygen 
lack as they are seen in the aviator. There are three primary 
factors determining the intensity of symptoms: (1) the oxygen 
partial pressure of exposure; (2) the duration of exposure; 





Effects of Oxygen Lack on Man 


’ —— 
the fuselage. In fighter aircraft the high-altitude pilot Carries 
in his parachute packing an emergency oxygen set which 
not only be used in emergency but which goes with him to 
supply oxygen during descent, should he have occasion to use 
his parachute, Otherwise he may become unconscious while 
falling and fail to pull his parachute rip-cord. 

Anoxia of gradual onset is extremely insidious in that the 
subject is usually quite unaware that anything is wrong. His 
behaviour appears normal tv himself, but to others may he 
that of a drunken man. In the last war, cases of the bombin 
of friendly targets occurred owing to anoxia. It is for this 
reason that the R.A.F. have put into operation large numbers 
of mobile decompression chambers. In these, aircrews cap 











I Il I IV Vv VI vu 
Altitude; Aeros. Time for | Oo Approx. 
Oxygen a Effect be Full | Unconsciousness Death in eae 

p.p., mm. Hg. (%) velopment | for Normality 
eta ft. | 95-90 Reduced night vision Over 1 hour Never No 28% 
126-5-104-5 | : 
10,000—15,000 ft. | 90-78 Fatigue, Headache, errors of judgment Over 1 hour Very uncommon, and only | No 35° 
85-8 and indifferent mental condition with hard work : 
15,000—18,000 ft. 80-68 | More pronounced mental errors. 30 min. | Incidence less than 1% if | Only in pathological 42° 
77-5 Reduced capacity for physical work at rest subjects ' 
18,000—22,000 ft. 70-55 Gross mental abnormality. Euphoria 15 min. Unconsciousness may occur Rare, but possible with 50% 
64 or drowsiness and lethargy. Loss above 20,000 ft. Danger- other adverse condi- 
| of neuromuscular co-ordination | ous, especially in single- tions (cold, etc.) 
} ; 3 seater aircraft 
22,000-27,000 ft. | Less than 65 | Rapid loss of muscular control, often 10-2 min. Individual variation in time | Death likely at 27,000 70Y, 
51 with uncontrollable twitching, es- for onset of unconscious- ft. in less than | hour ; 
| pecially if some hyperventilation ness, 5-30 min. 

21000-20000 ft. Rapid loss of consciousness, 1-5 min. Death probable in 20- 80% 

min. 

30,000-—37,000 ft. | Unconsciousness in $ to 2 minutes | Death to be expected 90-100% 

. in less than 30 min. | 
37,000—44,000 ft. | Breathing 100% oxygen, anoxia present. | | 
24 | Severe at 44,000 ft. 
Over 44,000 ft. Only safe with pressure cabin or 
pressure suit | 








(3) the muscular activity of the subject. At heights up to 
35,000 feet all symptoms are entirely prevented by breathing 
pure oxygen or air enriched with oxygen (Col. VII of table). 

The effect of changing from oxygen to air at 35,000 feet is 
to produce unconsciousness in less than a minute. Respiratory 
failure is to be expected after about 7 to 8 minutes and death 
in about 10 minutes. At 25,000 feet the same change leads to 
a progressive development of symptoms. The first symptoms 
seen are cerebral; subjects are often euphoric within two 
minutes. Failure of the nervous and muscular co-ordination 
follows. The electro-encephalogram (Beigel et ai., 1942) paral- 
lels the clinical reaction to anoxia ; slow waves are observed 
as the subject becomes unconscious, and spike activity during 
convulsive seizures. There are often intensive peripheral vaso- 
dilatation and great acceleration of the heart just before uncon- 
sciousness occurs ; alternatively, some subjects show ‘collapse 
of the cardiovascular system before becoming unconscious. 
Unconsciousness and loss of muscular tone may ensue in about 
5 minutes. Death is unlikely to occur in less than 30 minutes, 
but there is a possibility that it may follow longer exposure. 

The danger of an oxygen breakdown and death of a member 
of the crew in large R.A.F. aircraft is reduced by telephonic 
communication, maintained at regular short intervals from the 
captain to all his men, and very few deaths attributable to 
anoxia have occurred. In the U.S.A.A.F., which has had to 
operate under different conditions, the considerable number 
of deaths from this cause enables lethal exposure to be deduced 
to an approximation. Death is unlikely to occur below 22,000 
feet and may occur in a few minutes above 27,000 feet (see 
Col. VI of table). A number of necropsies have been per- 
formed on those who have died from anoxia, and 27 are 
described in a recent paper by Kitzler (1944). These show 
little pathological change except a great congestion of the lungs, 
viscera, and, particularly, the kidneys. 

A man breathing air at 30,000 feet remains conscious for little 
more than a minute, and it will be appreciated how rapidly 
aircrews must act if their oxygen equipment should fail at 
these altitudes. In large bomber aircraft the crew are provided 
with small portable oxygen sets so that they may carry out 
duties which necessitate walking any considerable distance in 


be shown what happens if they neglect to use oxygen properly; 
this is done at ground level in safety under the supervision of 
a medical officer. This familiarization of aircrews with the 
proper use of their oxygen equipment probably accounts for 
the very low incidence of oxygen failures in the R.A.F. 

Subjects vary greatly in their reaction to lack of oxygen, and 
these differences appear in part to be connected with the vary- 
ing sensitivity of individual respiratory centres to oxygen lack. 
The respiratory centre and carotid sinus are primarily controlled 
by the carbon dioxide in the blood and, to a secondary and 
much more variable extent, by the oxygen tension. Some sub- 
jects placidly pass into coma and unconsciousness with increas- 
ing altitude with very little rise in the respiratory minute-volume 
and without muscular movement. Others show considerable 
hyperventilation, which often enables them to resist a greater 
degree of anoxia than the former class, but may then exhibit 
violent involuntary movements, sometimes extending to 4 
generalized convulsion before they become unconscious. The 
lowering of carbon dioxide by hyperventilation in the latter 
class appears to be responsible for the very marked difference 
in their symptoms (Schmidt, 1943). When oxygen is adminis- 
tered to subjects who have become unconscious, unless a low 
flow is used at first they may pass through a phase of convulsion 
and twitching before returning to normality. Recovery can 
be very rapid, and the subject is practically unaware, a minute 
later, of what he has been through, provided the unconscious 
ness has been of short duration. Moreover, if pure oxygen is 
given to a subject on the verge of collapse it may produce com 
plete collapse for some 30 seconds, followed by a very rapid 
recovery. While the biochemistry of this is not fully estab 
lished, it probably is a reaction to the sudden change of acidity 
in the blood which will result from rapid conversion of reduced 
haemoglobin to oxyhaemoglobin (the Bohr effect). 

In the last war, pilots often flew at 18,000 feet without using 
oxygen. Anoxia was then regarded as one of the normal 
stresses of flying, and pilots were required to pass an anoxia 
tolerance test. In this they breathed from a closed spirometet, 
the carbon dioxide being absorbed and the oxygen tension fall- 
ing progressively. Those who showed early pulse irregularities 
or fainting were rejected. This is now no longer necessary, as 
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a 
anoxia is a stress which can be removed with proper oxygen 
equipment, and all who are fit on clinical examination are able 
to fly to at least 25,000 feet when using that gas. In R.A.F. 
aircraft the use of oxygen is compulsory above 10,000 feet, and 
below that at night for some aircrews. Between 10,000 and 
15,000 feet there is no gross danger if not used ; but experience 
has shown that not only is a man less mentally alert and his 
range of vision reduced if he does not have oxygen at these 
heights, but he subsequently suffers considerable fatigue if 
exposed to slight anoxia for several hours; this is avoided 
by the employment of oxygen. Moreover, without oxygen he 
“blacks out” more easily in a tight turn. 

It is well known that prolonged oxygen-breathing at ground 
level may produce pulmonary oedema, and, as Paul Bert first 
showed, at pressures greater than atmospheric it may produce 
convulsions. The dangers of oxygen poisoning do not exist, 
as this gas is used in aviation at reduced pressures. No diffi- 
culties from this cause have arisen. Oxygen equipment for 
air use has to meet stringent requirements. It must be of mini- 
mum encumbrance to the wearer and require the minimum of 
his attention. All the Allied Air Forces use oxygen stored in 
cylinders, for although liquid oxygen in thermos containers 
can save weight, and was so employed both in the last war and 
subsequently by the R.A.F., its disadvantages—evaporative loss 
and the difficulty of controlling the flow to requirements—have 
rendered it less suitable than oxygen in cylinders for use in 
the rough-and-tumble of operational flying. The weight of the 
cylinders introduces the question of economy in the use of 
oxygen. All Air Forces employ systems in which the flow of 
oxygen*to the mask is interrupted during expiration, as the 
consumption when this is done is little more than one-third 
of that needed with a constant flow. Apparatus must be able 
to supply a flow sufficient to cover the physiological require- 
ment for any physical work that aircrews may have to under- 
take. A liberal rating is necessary to cover both this and the 
rapid ventilation that may occur during the stress of combat. 
Figures for ventilation rates of aircrews taken during bomber 
operations show an increase in areas of danger. 

A man at 18,000 feet, though still conscious, becomes very 
sluggish mentally. He is incapable of physical exertion and 
may become unconscious if he attempts it. In contrast to this, 
men who have become acclimatized over a period of weeks 
are able to lead a normal life at 17,000 feet and to carry out 
hard physical work. There are three major changes which 
make this possible : 


1. The red blood corpuscle count rises by up to 50% and the 
oxygen-combining capacity of the blood increases with this. 

2. The ventilation rate progressively increases, the alkalosis result- 
ing is compensated by the kidneys, and the acclimatized man is 
able to breathe rapidly, with approximately normal pH of the blood. 

3. There are changes in the tissue-oxidase systems which enable 
cells to work normally in spite of the reduced oxygen pressure in 
the blood reaching them. For example, in animals the concentra- 
tion of myoglobin in the diaphragm is approximately doubled with 
acchimatization. , 


On return to sea level acclimatization is lost by a reversal of 
these changes, occupying a fortnight or more; artificiaily 
induced acclimatization (Riihl, 1943)—e.g., by ingestion of 
ammonium chloride—has not been very successful. 

At heights above 18,000 feet little further acclimatization 
appears to take place, and the experience from mountain expedi- 
tions has been that above 20,000 feet men deteriorate in physical 
condition, sleep very little, are capricious in their diet, and 
always lose weight. It may be conjectured that the chemical 
processes of digestion and metabolism are unable to proceed 
normally at the low oxygen partial pressure which occurs under 
these conditions. Discontinuous exposure to altitudes of 10,000 
to 14,000 feet, as may occur in pilots who are not using oxygen, 
does not lead to any very significant acclimatization. In one 
study of the blood of civil airline pilots not using oxygen a 
fall in the red blood count was found (Clinton and Thorn, 1943). 

Nausea and respiratory distress, commonly seen in mountain 
sickness, are much less prominent in short exposure to oxygen 
lack : this fact appears to be due to slowness in lowering the 
CO, by hyperventilation in the early stages of acclimatization 
before Compensation 2, above, has occurred, and those symp- 
toms must be attributed to this, acting concurrently with anoxia, 


recalling Mosso’s early hypothesis, now discarded, that loss of 
CO, was the primary cause of mountain sickness. 


Effects of Low Pressure per se 


The dangers of compressed-air illness have long been recog- 
nized among under-water and caisson workers, but it is only 
recently that the parallel effects that may occur at pressures 
below atmospheric have been recognized and studied. Symp- 
toms occurring at low pressure that could not be attributed to 
lack of oxygen are found in the literature of exposure to low 
pressure (e.g., Jungbluet), but were first fully described by 
Armstrong (1939). Intensive research has been carried out since 
then to elucidate the nature of decompression sickness as it 
occurs at reduced atmospheric pressure. 

There is a great difference in the conditions leading to decom- 
pression sickness in the diver and the aviator. The diver spends 
his life at the lower pressure (atmospheric) and a short time 
at the higher pressure when under water. Consequently 
nitrogen reaches and goes into solution only in certain tissues 
readily accessible to the circulation, and does not attain a high 
pressure in inaccessible tissues—for example, the optical media 
of the eye. In diving, the pauses during aScent necessary to 
allow nitrogen to escape from the lungs are a small multiple 
of the total time spent submerged at high pressures. In con- 
trast, the aviator spends his life at the high pressure (atmo- 
spheric), and his exposure takes place when he ascends to 
great altitudes. It is just from those tissues which do not 
become saturated with nitrogen in diving that escape of nitrogen 
is most difficult in the case of the aviator. One of the com- 
monest sites of bubble formation at reduced pressure is the 
synovial fluid of joints, from which gas has difficulty in 
escaping owing to very low vascularity, and bubbles can often 
be seen by x-ray examination at low pressure. The first descrip- 
tion of decompression sickness was by Robert Boyle, who saw a 
bubble within the eye of a viper when he decompressed it to 
a pressure equivalent to that at about 50,000 feet. 

In general the symptoms are less severe and of slower onset 
than those seen in divers. Moreover, they disappear at once 
on descent to 20,000 feet. There are three main factors respon- 
sible for the formation of bubbles in the blood vessels and 
tissues at lowered pressure: (1) the ratio of pressures, and to a 
lesser extent the absolute magnitude of the pressure change ; 
(2) the rate of change : this is of great importance in diving, but 
the rate to avoid aerial bends is so slow that gradual ascent to 
avoid symptoms is impracticable ; (3) local conditions in the 
tissues which may precipitate formation of bubbles—e.g., exer- 
cise. While the bubbles in divers are primarily composed of 
nitrogen, those occurring in aviators contain a high proportion 
of carbon dioxide. 

From theory and experiments on divers the late J. S. Haldane 
deduced that a change of pressure in a ratio of 2:1 at least 
was necessary before bubble formation could take place, and 
this appears true at reduced pressures, as decompression sick- 
ness is never seen below 20,000 feet. Above 30,000 feet it 
becomes increasingly common, and the symptoms are of increas- 
ing severity. The symptoms usually develop gradually, starting 
with muscular and joint pain, with pain in the chest followed 
by sensory symptoms, and anaesthesia of limbs ; itching and 
tingling sensations are common. These may be followed by a 
collapse of central origin in which the subject suddenly becomes 
intensely white, the pulse may slow and become impercep- 
tible, and consciousness is lost. On immediate increase of pres- 
sure to 20,000 feet recovery takes place in a few minutes, though 
delayed neural reactions, of which the commonest are visual 
scotomata (Engel et al., 1944), and, rarely, epileptiform convul- 
sions, may appear subsequent to return to ground level, and in 
rare cases death has occurred after severe chest symptoms 
(Goggio and Houck, 1945). In these, massive hydrothorax and 
pulmonary oedema have been found at necropsy. 

The incidence of symptoms is extremely variable in the same 
subject between daily exposures, and between different indi- 
viduals. This is a matter of great practical importance, but 
intensive research has so far failed to locate the fundamental 
biochemical factors involved... Asin divers, overweight and 

obese body build are unfavourable. There is evidence of symp- 
toms increasing with age (Thorne, 1943), but some subjects seem 
completely immune from bends at pressures corresponding to 
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40,000 feet. It is at present impossible to predict liability to 
bends from other physical characteristics, and it has therefore 
been necessary to select flying personnel for very high altitude 
work by tests carried out in a decompression chamber with two 
or three exposures on different days for each subject. At present 
we cannot foretell how long the selection will remain reliable. 
Protection against bends is possible by breathing oxygen before 
exposure to low pressure—to dispel nitrogen from the blood 
and replace it by oxygen, which can be used up within the body 
when the pressure falls. By pre-breathing oxygen for several 
hours a very high degree of protection against bends is obtained. 
This has obvious practical difficulties for flying personnel, and 
can be employed only on missions working to a prearranged 
time-table. In practice, where available to crews, it is little 
used, as after selection they very rarely experience decompres- 
sion symptoms in the air. 

In early work the central effects were attributed to raised 
C.S.F. pressure resulting from bubble formation; but while 
the escape of gases from C.S.F. is very slow—as shown by 
McArdle (1945) on oxygen-breathing human subjects from 
whom C.S.F. was withdrawn for analysis by lumbar puncture— 
animal experiments have not revealed any great rise in C.S.F. 
pressure which can be attributed to internal bubble formation. 
Moreover, little rise in intracranial pressure occurs in man 
(Peterson et al., 1944). It is most probable that the central 
effects follow local interruption of circulation by bubbles in 
blood vessels in the brain. That the peripheral symptoms of 
pain or itching have a peripheral origin was proved by Squad. 
Ldr. Pask in a number of cases in which the application of pres- 
sure to the affected limb with a special pressure bag removed 
the symptoms. 

Change of Pressure 


With rapid change of pressure the sinuses and middle ear 
must equalize their pressure with that outside; otherwise, 
symptoms may result from congestion and exudation with 
rising pressure, or cessation of circulation with falling pressure. 
This is a matter of great practical importance, as the mainten- 
ance of a healthy E.N.T. condition in aircrews is necessary for 
them to fly without any discomfort. The subject of otitic baro- 
trauma has received much attention in the R.A.F. (Dickson 
et al., 1943), but sudden change of pressure has no other physio- 
logical effects, and, provided the Eustachian tubes are patent, 
a fall of pressure of half an atmosphere in about half a second 
can be tolerated by man without any discomfort. Studies on 
this explosive decompression were first carried out by Armstrong 
and Heim, and later extended by the R.A.F. It was found that 
even such a severe change of pressure produced no discomfort 
in normal subjects. On the other hand, with increasing pres- 
sure air must be admitted to the middle ear by opening the 
Eustachian tube, and this cannot be done rapidly enough to 
tolerate descent at anything like this rate. Most aircrews can 
clear their ears by swallowing or by jaw movements, so that 
they can descend at 4,000 to 10,000 feet a minute without dis- 
comfort. (Expansion of gas in the viscera is rarely a practical 
source of difficulty in high flying.) All personnel can operate 
to 25,000 feet without oxygen ; selected aircrews can operate to 
about 40,000 feet. Above this height it is essential to apply 
pressure all over the body surface either by a pressure suit 


-(Marshall, 1937) such as was employed by Adam in 1937 when 


he took the altitude record to 54,000 feet, or a pressurized cabin 
or a pressure gondola such as was used in the U.S. Army high- 
altitude balloon flight to 72,000 feet. 

For civil use high-altitude flying has many advantages. It 
enables aircraft to operate fast and economically, to fly over the 
weather, and to fly in smooth air. It seems certain that pressure- 
cabin aircraft will ultimately be employed for all long-distance 
travel. Passengers inside will not then need to wear oxygen 
masks to avoid anoxia ; nor would they incur the risks of de- 
compression sickness or experience the discomforts of rapid 
pressure change on their ears. It therefore becomes a matter 
of engineering to overcome the physiological stresses of altitude 
to which man has been subjected since the start of flying. 

It is interesting to turn to the work of Paul Bert, written in 
1877, to see his recommendations on oxygen for aeronauts. 
“ Aeronauts planning very lofty ascents ought in the preceding 
days to avoid nervous and intellectual fatigue. Before starting 
they should take meals of substantial food and take with them 


a 


some cheering victuals to eat frequently on the way. To be safe 
it is necessary only to breathe the air whose oxygen content rises 
proportionately as the pressure falls, and I cannot recommend 
too strongly that at 5,000 or 6,000 metres a direct and com. 
pulsory connexion be made between the oxygen bags and the 
mouths of the aeronauts.” Much of the physiological work for 
the R.A.F. during this war has been directed towards putting 
Paul Bert’s recommendations into effect. 
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TREATMENT BY 


Thirty centuries before the birth of Christ the Sumerians, living 
on the banks of the River Tigris, recorded their deeds in 
writing, maintained an army for their own defence, and drank 
a “liquid closely resembling beer ” (Lloyd, 1943). But in spite 
of this admirable beginning Iraq was but an outlying province 
of the decadent Ottoman Empire at the outbreak of the First 
Great War. She was loosely governed by corrupt officials, who 
were satisfied in the discharge of their duties if a sufficient 
revenue was extorted from the country and a sufficient quota 
of conscripts was obtained for the Turkish Army. The real 
power in the country lay in the hands of the great Kurdish 
and Bedouin sheikhs, to whom social reform and social services 
made no appeal. 

To-day, a mere 20 years since the foundations of independent 
Iraq were laid, the structure of a universal health service is well 
established, its two main pillars a thriving medical school and 
a school of nursing. But a sad legacy of centuries of ignorance 
and neglect remains. Tuberculosis is rife, and in every town 
and village the hideous ravages of smallpox, trachoma, leish- 
maniasis, and venereal disease are evident. The infantile mor- 
tality in country districts is over 50%. 

It is with the results of neglect in pre-natal and natal care 
that this paper deals. In the smaller towns and villages, and 
in the desert, women are attended during childbirth by their 
relatives. Hospital care, even when available, is not used unless 
the relatives consider that life is in danger. This is in part 
due to distrust of hospitals and in part to the great difficulties 
of transport in the desert. As a result women may lie in child- 
birth for seven to ten days without any skilled attention what- 
soever, and large fistulae between the bladder and anterior 
vaginal wall may occur from prolonged pressure of the foetal 
head. 

Material of the Present Series 

During the last three years 29 cases of vesico-vaginal fistula 
have been admitted to the gynaecological wards of the Royal 
Hospital, Baghdad. Of the 29 cases 25 came from outlying 
villages or the desert. In all of them the infant was stillborn. 
The average time in labour was about 120 hours, but six women 
were known to have been in labour for over 168 hours and one 
for 240 hours. As a rule the infant was extracted manually by 
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yp unskilled woman in the desert, although six cases had had a 
forceps delivery in a provincial hospital. 


Fleven of the 29 cases were admitted to the surgical wards for 
yeterocolostomy. All the 11 were judged by the department 
af gynaecology to be irreparable, and most of them had had 
ge or more attempts at plastic repair. The age of the patients 
gried from 18 to 40. On the whole the physical health of the 
yomen appeared to have suffered very little, although in one 

a persistent pyelitis was present. But mentally they were 
miserable and life was a burden to them. Their clothes were 
permanently soaked in urine, their vulvae and thighs excoriated 
nd raw, and an all-pervading ammoniacal odour caused them 
io be shunned by their fellows.. It is a striking witness to their 
misery that, in a land ridden by religious stiperstition, where 
, mullah’s amulet is trusted more than medical advice, none 
of these patients refused this very considerable two-stage 
operation. 






Pre-operative Care 

The renal function was investigated by intravenous pyelo- 
gaphy to demonstrate the presence of two functioning kidneys 
and. by the estimation of the blood urea. Urea-clearance and 
gncentration tests are of course impossible in these cases 
because Of the leak of urine from the fistula. In only two 
instances was there any evidence of impairment of renal func- 
tion: Case 4 showed a left renal calculus and Case 9 a mild 
bilateral hydronephrosis with pyelitis and a blood urea of 
§ mg. per 100 c.cm. ’ 

In attributing this renal dysfunction to the fistula one must 
tear in mind the fact that urinary bilharziasis is extremely 
common in Irag, and consequent strictures of the intramural 
part of the ureter are very often met with. It is possible, and 
even likely, that in a series of 11 hospital admissions taken at 
random just as high an incidence of mild renal dysfunction 
might be detected. 

Preparation of the Colon.—If sulphasuxidine had been avail- 
able it would have played an important part in the preparation 
of the colon, but in its absence our efforts were directed towards 
obtaining a dry and empty colon in which to implant the ureter. 
This was achieved by withdrawal of food for 24 hours before 
operation and the avoidance of enemata within 12 hours of 
operation. In practice, a purge was given on the evening of 
the second day before operation, a wash-out the following 
morning, and no further food. On the evening before operation 
alow enema was given. This routine gave satisfactory results. 


Operation 

Anaesthesia.—General anaesthesia was preferred to spinal 
analgesia in these cases, for a purely technical reason. Under 
spinal analgesia it was found that the bowel remained in tone 
and peristaltic waves were frequent, during which the bowel 
was contracted to a firm rope-like structure. When in this 
condition it is very difficuit to introduce the all-important 
anchoring suture and later the enfolding layer of sutures. 
Under general anaesthesia, on the other hand, because of 
the intact sympathetic inhibitory reflex pathway, the bowel 
is relaxed and atonic, and the whole operation is simplified. 

Technique.—The operative technique followed was that of 
Grey Turner (1943), with one major modification (see Fig.). 
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Method of introducing the ureter into the lumen of the colon. 
(A) A cleft-palate needle carrying the anchoring suture is 
passed into the lumen and downwards for 14-2 in. and out 
again. (B) The broad shank of the needle dilates a round hole 
in the bowel through which the ureter can subsequently be 
passed. 


Instead of incising the bowel to introduce the ureter, the wall 
of the bowel was pierced with a cleft-palate needle carrying 
the anchoring suture.. As the needle was pushed down the 





lumen for some two inches its broader shank dilated the hole 
in the bowel wall, into which the ureter fitted snugly. The 
round hole so made did not tend to tedr widely as an incision 
does, and the risk of leakage is perhaps minimized thereby. 
The anastomosis was made extraperitoneal, so far as was pos- 
sible, by bringing a flap of posterior parietal peritoneum over 
it ; but this manceuvre was by no means always successful, and 
one patient died of peritonitis from a leaking suture line. All 
cases were dealt with by a two-stage technique, the interval 
between the two stages usually being about a month. 

Double Ureter—In two cases a double ureter was encoun- 
tered, in both on the rimht side. On the first occasion one 
was rather at a loss as to what course of action to adopt, but 
a moment's thought showed it to be a comparatively simple 
matter. The anchoring suture was inserted through adjacent 
walls of the two ureters and loosely tied, and thereafter the 
procedure was as in a normal case, both ureters being inserted 
through the same hole in the bowel wall. 


Post-operative Care 


On returning to the ward an intravenous drip infusion of 
0.45% saline was instituted and kept going for 48 hours. No 
fluid was allowed by the mouth for 24 hours. Sulphathiazole 
was given in 1-g. doses every four hours for the first three 
days with the object of preventing renal infection in the 
immediate post-operative period. As a rule the bowels moved 
with a fluid urinous motion about the third day—but some- 
times no urine was excreted for as long as eight days. This 
suggests strongly that occasionally suppression of renal func- 
tion may take place after the operation, either reflexly or by 
blocking of the ureter by oedema. After the second stage, urine 
was excreted from the bowel almost invariably the first day. 


Mortality 

Two of the 11 patients died. Post-mortem examination 
revealed that peritonitis was the cause of death in both cases. 
But the cause of the peritonitis was not the same in both cases. 
In Case 3 there was sloughing of the lower end of the ureter 
at its point of entry into the bowel. This was without doubt 
due to clumsy technique on my part in dealing with a difficult 
and obese subject. It was hard to get a sufficient length’ of 
ureter mobilized to introduce it without tension into the bowel 
because of the great amount of fat in the retroperitoneal tissues 
and pelvic mesocolon. Hence the ureter was stripped too far 
back and separated from its mesentery for too great a distance, 
thus being deprived of its blood supply. 

The second death occurred in the ninth case in the series, 
after the second stage. Post-mortem examination showed that 
the suture line in the colon had failed to heal adequately and a 
faecal leak had occurred. A diffuse peritonitis resulted, and 
death ensued on the eighth post-operative day. It is of interest 
that these two deaths occurred in the two oldest patients in the 
series. Both were over 40 years of age. 


Complications 

Pyelitis was the commonest complication. It occurred in 
5 of the 11 cases, but it would perhaps be scientifically more 
accurate to say that it occurred in 5 of the 22 kidneys. The 
time of onset of the pyelitis is interesting. It appears constantly 
between the 8th and 14th post-operative days. It was evidenced 
by raised temperature and pulse, pain in the loin, rigors, and 
rectal frequency. The last-named is a distressing symptom 
noted by Grey Turner, and suggests that a proctitis from 
infected urine is as easily produced as cystitis. The symptoms 
yielded readily enough to the administration of sulphathiazole, 
though in one case it was necessary to resort to intravenous 
dosage. This patient was seen six months after operation, and 
although her general health was good she still had rectal fre- 
quency of about six times a day. 

Abdominal Distension——Mild paralytic ileus was common 
and was often accompanied by vomiting, but no satisfactory 
explanation was ever found for this. It is possible that a degree 
of peritoneal soiling occurred in many cases in spite of scrupu- 
lous packing off of the suture line. Another possible explan- 


ation is that retroperitoneal dissection is necessary to mobilize 
the ureters, and the tendency to ileus after retroperitoneal oper- 
ations is well known. 
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Discussion 


The nine survivors»were among the most appreciative and 
grateful patients I had in Iraq. They were able to return to 
their husbands and homes and begin a normal life again. It 
can be realized what that meant when one remembers that their 
Nevertheless a far 


average age was between 18 and 25 years. 
more efficient follow-up system than is possible in Iraq is neces- 
sary to compute the end-results of the operation. In Grey 
Turner’s series some patients survived for 20 and 30 years. 
The mortality of 2 deaths in 11 cases makes the operation one 
of considerable hazard, certainly not ,to be undertaken lightly. 
But the lot of a patient with an incurable vesico-vaginal fistula 
is such a miserable one that I believe it to be justified. In more 
skilled hands the mortality is likely to be considerably lower. 


Summary 


Eleven cases of ureterocolostomy for incurable vesico-vaginal 
‘fistula are described. The operative modification whereby incision 
of the bowel is avoided is described. 

There were two deaths in the series, both from peritonitis; the 
remaining nine patients returned to active life. 


It is a pleasure to acknowledge the great help and advice given 
by Brig. C. Naunton Morgan in this series, the stimulation and 
practical assistance of the writings of my teacher and chief, Prof. 
Grey Turner, and the data of Prof. M. McDowall, of the depart- 
ment of gynaecology, Royal Hospital, Baghdad. Dr. Kadhim 
Shubbar, Dr. Najibal-Yacubi, and Dr. Ghanim Akrowie were of 
the greatest assistance in pre- and post-operative care. 
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OTITIS EXTERNA 


BY 
J. F. BIRRELL, M.D., F.R.C.S.Ed. 
T/ Major, R.A.M.C. 


Otitis externa is one of the most common conditions met with 
in any ear-nose-and-throat department. This is especially true 
in the Army over-seas, where it may account for one-quarter 
of all aural cases, or one-sixth of all E.N.T. patients examined. 
There are many problems connected with the disease that are 
worthy of study, and, indeed, many to which there is as yet 
no answer. This report is mainly based on nearly 1,000 cases 
of otitis externa seen in the Army. Furunculosis and dermatitis 
of the auricle are not discussed in any detail, but are mentioned 
briefly as coexisting affections. 
Aetiology 

The disease does not respect age or rank. dt may occur in 
children and persist at intervals throughout life. The mechan- 
ism appears to be twofold. A meatal congestion is set up, 
causing irritation, which is attacked by the patient, who 
scratches the ear voluntarily or involuntarily, or by the doctor, 
who attempts to diagnose, treat, or remove the cause of. the 
irritation. The result is a break in skin continuity, through 
which normally present saprophytic or invading pyogenic 
organisms may enter and cause trouble. 

The meatal congestion may be caused by (i) irritants which 
enter the meatus from the middle ear, (ii) the natural secretions 
of the meatus, (iii) irritants entering the canal from the outside, 
(iv) general conditions predisposing to skin infections, or (v) 
local or general allergy. A brief consideration of the anatomy 
of the external meatus will show how easy it is for foreign 
material of all kinds to reach the canal, how difficult it may 
be for such matter to find its way out once it has reached the 
downward-sloping inner half of the meatus, and how simple 
it is to injure the meatal skin in an attempt to remove the 
irritant. Daggett (1942), in a valuable article, has drawn atten- 
tion to the deep anterior meatal recess as a reservoir which 
may retain pus and debris. 

The irritant entering the meatus from its inner end is pus, 
associated with an active otitis media. The meatal floor is 
constantly bathed in pus, the organisms of which welcome any 





ar re 
disruption in the epithelial surface through which they may 
enter and multiply. 

Wax and sweat are the natural secretions of the ex 
meatus. Wax is secreted by the ceruminous glands of the Outer 
half of the meatus, lines the canal, separates from the walls 
apparently by the movements of the mandible, and works jty 
way out, bringing with it desquamated epithelium. Unskilleg 
attempts to remove the wax by a match, a Kirby grip, a 
knitting-needle, or some such similar article may abrade the 
skin. Similarly, the meatal epithelium may be lacerated by 
the tip of an aural syringe, especially if the wax is hard ang 
difficult to remove. After syringing, the canal should pe 
thoroughly dried with wool or gauze, and the walls painted with 
spirit, or the retated solution, if hypotonic, may macerate the 
skin. In the same way the epithelium may suffer during the 
removal by scoop, curette, or syringe of the tightly adherent 
mass of cerumen and epithelium called keratosis obtu 
which in its milder forms is more common than is often realized 
Sweat may be produced in excess in hot weather, and may, by 
the discomfort it causes, lead to scratching of the ear. It May 
cause a matted condition of the hair at the outer end of the 
meatus, and this in turn results in irritation. 

Many things may be introduced into the meatus through its 
outer end. One of the most common, particularly in soldiers 
serving over-seas, is salt water, and in the “ tideless ” Mediter- 
ranean the water is permanently dirty in frequented beaches, 
Daggett, while discounting sea-bathing as an important aetio- 
logical factor in desquamative otitis externa, points out that in 
the heat of the day the water will be evaporated from the 
meatus, leaving a deposit of salt which may increase skin 
maceration by hygroscopic action. In Italy these swimming 
ears presented such a characteristic appearance that one came 
to regard them as a specific infection. 

Cotton-wool or paper may be pushed into the meatus and 
forgotten—for example, by gunners who use these substances 
as ear-plugs against muzzle blast. After some weeks the meatal 
skin reacts to the breakdown of vegetable matter by producing 
an otitis externa which is often most acute. Dust and sand 
may be blown into the meatus and, mixing with wax and sweat, 
cause irritation. Insects, such as the bed-bug or the maggot, 
may find their way into the canal and, by their movement, 
scratching, or biting, may set up a most acute infection. Lastly, 
infection may be transmitted by the finger from some other 
part of the body. 

Chemicals may act on the meatus by a direct burn, such as 
occurs with caustics, acids, hydrogen peroxide, vesicant gases, 
etc., or by a local allergic reaction, such as is seen with 
sulphanilamide powder in susceptible people. Insufflation of 
sulphanilamide powder was a common practice in the Tunisian 
campaign, but was discontinued in Italy as a result of adverse 
reports from otologists. The powder tends to form a hard 
caked mass, and otitis externa occurs in a significant number 
of cases. 

General conditions which predispose the skin of the meatus 
to infection are seborrhoeic dermatitis, especially of the scalp, 
and relapsing furunculosis. It is possible that vitamin deficiency 
may produce the condition, although there is no_ positive 
evidence as yet. In recent years much thought has been given 
to allergic conditions of the ear, and otitis externa of purely 
allergic origin has been described. 


Bacteriology 


Friedman and Hinkel (1941), studying a series of 200 cases, 
found that in every instance more than one organism was 
present, and that the commonest were Staph. albus, diphtheroids, 
Ps. pyocyanea, and micrococci. Furthermore, they stated that 
in those cases which most resisted treatment no single organism 
predominated. A study of 25 normal ears showed the same 
group with the exception of Ps. pyocyanea. Daggett reported 
that diphtheroids, either alone or in combination with B. pro- 
teus, Ps. pyocyanea, or Staph. albus, were found most fre 
quently in 49 cases. In this hospital Ps. pyocyanea was 
obtained as the predominant organism in nearly every case in 
which a swab was taken. An effort was made to swab the ears 
of patients showing different varieties of the condition in the 
hope of being able in future to diagnose the predominant 














JULY 
—-= 
is 
fulfillec 


ya 
is 


iose f 



























































The 
wet anc 
of the 
When 
epitheli 
ute, | 
walls. 
of th 


stages 

bypertr 
oedema 
cases, b 
infectic 
the me 
which» 
type, it 
spread 


The 
be 80 S 
is the ¢ 
but lat 
pux m 
infectic 
are NO 
ing on 
speed | 
bound 
meatal 
is refer 
to the j 
) mandit 

Whe 
if the | 
may b 
swellin 
and de 


It is 
meatus 
is inset 
anterio 
end of 
ra s 
Otitis « 
otitis 1 
alone i 
the flo 
skin of 

In t 
trouble 
cartilas 
meatus 
epithel 
with w 
anteric 
are the 
ve hel 
the shz 
that th 
sensiti' 
accura 
under 
blind : 
tXamir 
secreti: 
difficul 
mop v 











risuH 
- JOURNAL 
Ry 


© external 
F the outer 
the walls 
Works jts 


Unskilled 


Y grip, a 
brade the 
erated 

hard = 
hould be 
inted with 
cerate the 
uring the 
adherent 
obturans, 
| realized, 
may, by 
: May 
id of the 


rough its 
| Soldiers 
Mediter- 
beaches, 
nt aetio- 
t that in 
rom the 
ase skin 
vimming 
ne came 


itus and 
bstances 
> meatal 
Ooducing 
nd sand 
d sweat, 
maggot, 
vement, 
Lastly, 
e other 


such as 
t gases, 
n with 
tion of 
unisian 
adverse 
a hard 
Lumber 


meatus 

scalp, 
iciency 
sitive 
. given 
purely 


cases, 
1 was 
roids, 
d that 
anism 
same 
vorted 
. pro- 
t fre- 


was 
se in 
> ears 
n the 
inant 





jury 21, 1945 





OTITIS EXTERNA 


Britisu 
MEDICAL JOURNAL 


81 











= 
organism from the clinical appearances. This hope was not 
qiflied. Apart from the constant presence of pure Ps. 
yanea With green pus in the meatus, no association could 
ie discovered. The subsidiary organisms were the same as 
jose found by Daggett. 





Varieties 


The condition is usually described as being of two types— 
yet and dry—but this is inadequate for a proper understanding 
of the disease. The earliest manifestation is meatal injection. 
When infection supervenes there is desquamation of the meatal 
githelium and pus formation. In some cases this is more 
gute, and is associated with a marked oedema of the meatal 
gils. Prolonged or recurrent infection leads to a hypertrophy 
@ the epithelium, which is thrown into ridges. The various 
gages May be called congestive, exudative, oedematous, and 
jypertrophic ; or the varieties named mild, acute, acute 
gdematous, and chronic hypertrophic otitis externa. Some 
gases, however, do not fit into this picture. There is the fungous 
infection, in which the debris resembles wet blotting-paper ; 
ihe membranous variety, commonly found after sea-bathing, in 
yhich the membrane probably contains salt ; and the granular 
ype, in which granulations may form on the meatal wall and 
gread on to the intact drum. 


Symptoms 


The earliest complaint is of itching or irritation, which may 
be so severe as to be unbearable. In the congestive stage this 
isthe only symptom. Then discharge appears—at first watery, 
but later becoming purulent and finally a cheesy debris as the 
ux mixes with desquamated epithelium. A purely external 
infection never results in a mucopurulent discharge, as there 
are no mucous glands in the meatus. Pain may be felt, depend- 
ing on the amount of tension under the epithelium and the 
seed with which the tension is set up. Meatal skin is tightly 
pound down to perichondrium, and thus a furuncle or acute 
meatal oedema may cause extreme pain. The discomfort 
isreferred, as a rule, to the region of the parotid gland and 
to the jaws, and is aggravated by any movement of the temporo- 
) mandibular joint. 

Where the middle ear is normal hearing is not affected, but 
if the meatal lumen is occluded by oedema or debris deafness 
may be complained of. Other symptoms are a feeling of 
swelling in the ear, associated with a slowly produced oedema ; 
and dermatitis when the infection spreads to the auricle. 


Appearances 


It is important to examine the auricle before inspecting the 
meatus, as the diagnosis can often be made before a speculum 
inserted. In a very large proportion of cases the skin of the 
anterior incisura, between the tragus and the lower anterior 
end of the helix, will show infection—a small crust, a fissure, 
or a small raw area. Where this is found the diagnosis of 
dtitis externa is certain, although there may be a coexisting 
otitis media. Dermatitis of the auricle from an otitis media 
ilone is found in the line of the pus—along the meatal floor, 
the floor of the concha, and via the incisura intertragica to the 
in of the fissure between the lobule and the angle of the jaw. 
In the external meatus congestion is the earliest sign of 
trouble. It often affects the floor about the junction of 
cartilaginous and bony meatus. In thé exudative stage the 
Meatus contains a varying amount of pus and desquamated 
epithelium. This must be carefully and gently mopped away 
with wool-tipped probes, particular attention being paid to the 
imterior meatal recess. A light wire probe and a light touch 
ue the secrets of success in this manceuvre. The probe should 
te held so loosely that the finger and thumb will slip along 
the shaft if the tip is impeded in any way. One must remember 
that the skin lining the inner half of the meatus is extremely 
fnsitive to the touch. ‘Thorough cleansing is essential for 
accurate diagnosis and successful treatment, and, while mopping 
under direct vision is ideal, the same result can be achieved by 
blind mopping if care and patience are exercised and frequent 
tXaminations with the auriscope made to determine how much. 
secretion is left. In cases in which the epithelial debris is 
difficult to remove it is often helpful to moisten the tip of the 
mop with 20% sodium sulphate solution. 





When the meatus has been cleaned the epithelium will be 
found to be rough, red, and desquamating. The outer surface 
of the drum may share in this process, leading one to suspect 
an otitis media. In the acute oedematous type the narrowed 
meatal lumen is obvious. Pain will be experienced on insertion 
of the speculum, and no attempt should be made to force its 
passage. Mopping—necessarily blind mopping—should be 
carried out as described. An estimate of the amount of oedema 
can be obtained by comparison with the other ear if it is healthy. 
The narrowing of the lumen in chronic otitis externa is much 
more resistant to the passage of a speculum than in the 
oedematous cases. This is due to hypertrophy rather than pain. 
Pus and debris will be found, and there is often a coexisting 
perichondritis of the auricle. 

Regional adenitis may be present, the glands involved being 
situated in front of the tragus or over the tip of the mastoid 
process. Systemic upset varies a good deal. Some patients 
have no general disturbance, while others look ill, feel ill, have 
a raised temperature and pulse rate, show a furred tongue, com- 
plain of loss of appetite, and have difficulty in sleeping. 


Differential Diagnosis 


Diagnosis must be made from otitis media (see Fig.) and, if 
pain be present, from mastoiditis. The criterion in distinguish- 
ing between otitis externa and otitis media is the appearance of 
the drum, and, as the two conditions often coexist, one is not 
justified in ruling out otitis media until every part of the drum 





2. Anterior auricular 


1. Auricular spread in otitis externa. ] 
4. Posterior 


glands. 3. Auricular spread in otitis media. 
auricular glands. 


has been inspected for perforation. In many cases perforation 
in an oedematous congested membrane is found only after a 
diligent search. A purely external otitis is suggested if the 
hearing is good and there is no mucus in the discharge. The 
presence of mucus can be tested for by leaving a wick of 
ribbon gauze, soaked in 5% lead acetate solution, in the meatus 
for 24 hours. On removal, if mucus is present in the discharge 
the innermost end of the wick will be found to be black, while 
if the discharge is purely external in origin no colour change 
will be seen. This test has been used in doubtful cases for a 
year now, and has proved most reliable. 

The diagnosis between otitis externa and mastoiditis is often 
difficult. Both conditions result in ctorrhoea with pain, both 
may be associated with constitutional upset, and in both the 
mastoid region may be tender and oedematous. In mastoiditis 
tenderness is maximal on deep pressure, especially over the 
mastoid antrum, while in otitis externa tenderness is maximal 
on superficial pressure over the glands at the tip of the mastoid 
process. In external infection, also, there is tenderness on 
pressure over the tragus or on movement of the auricle. X-ray 
examination of the mastoids will show no abnormality if the 
middle ear is normal and if there is no post-auricular oedema. 


Prognosis 


The prognosis in any attack of otitis externa is good, a cure 
being effected in 2 to 14 days, depending on the severity of the 
infection: 60 to 70% of cases are healed within a week. Where 
chronic otitis media is present as well, healing takes longer, 
although the meatal infection should clear up in three weeks. 
Dermatitis of the auricle in association with otitis externa does 
not materially lengthen the time for healing in most cases, 
provided adequate treatment is given. 

Unfortunately, relapses are common. The percentage of 
cases which recur cannot be measured accurately in the Army, 
as patients discharged from hospital do not necessarily stay 
in the locality, and thus an otologist cannot follow up his cases. 




















82 Jury 21, 1945 


OTITIS EXTERNA 


Britisu 





A relapse means either that treatment has been inadequate or 
that reinfection has occurred. No particular organisms appear 
to be responsible. Chronic otitis media is often the cause of a 
relapse. Frequent recurrences or lack of treatment lead to 
chronicity which, once established, is well-nigh impossible to 
cure. 


Treatment 


Brain (1942) stressed that “ treatment should be governed by 
two important facts. The first is that our protection from 
external irritants and infections depends upon a dry and intact 
horny layer, and treatment should be designed to maintain 
it. . . . The second fact of therapeutic importance is that living 
cells are instantly damaged by water or by grossly hypotonic 
solutions, and this applies to the skin when the protective 
stratum corneum is missing, or its continuity is disrupted by 
exudation.” 

Treatment resolves itself into two approximately equal parts 
—the thorough cleansing from the meatus of all particles of 
discharge, and the applicaiion of lotions to the inflamed meatal 
walls. The mechanism of mopping has been described, and its 
importance cannot be too strongly emphasized. Drugs are 
applied to the infected skin on wicks of ribbon gauze or painted 
on by means of wool-tipped wire probes. The ribbon gauze 
wick must be inserted gently so that it maintains contact with 
the walls in the whole length of the meatus. It should be 
changed daily, and some authorities moisten the wick with the 
appropriate solution every 12 hours. Cotton-wool adheres to 
the raw skin surface and should never be used. The selected 
solution must be non-irritant and isotonic ; it should not stain 
the meatal walls or leave a deposit thereon ; it should not dry 
enough to cause pain on removal. Pastes and powders allow 
infection to spread under them. 

An acute oedematous olitis externa must first have the oedema 
reduced to permit complete cleansing of the drum and the deep 
anterior recess. Then the inflamed epithelium must be healed 
and finally dried and hardened. The drugs used for reducing 
oedema are 20% sodium sulphate, 8% aluminium acetate, or 
10% ichthyol in hypertonic saline. The first two both tend to 
dry off during the course of 24 hours and are thus painful to 
remove. The ichthyol preparation has been used by me for 
nearly three years, and has proved most efficacious. After 48 
hours’ treatment the case usually resembles one in the exudative 
stage. 

In this stage numerous solutions may be used to heal the 
skin. Those already mentioned may be persevered with, or 
one may try 10% ichthyol in water, 10% ichthyol in glycerin, 
5% lead acetate, 10% argyrol, or calamine lotion. Of these, 
ichthyol in water dries quickly and is painful to remove ; cala- 
mine lotion leaves a deposit on the skin which obscures the 
view of the progress ; lead acetate has the same fault to a lesser 
degree, but has considerable healing properties, and is, in my 
experience, more efficacious than argyrol, which is superior for 
inflamed mucous membranes. Ichthyol in glycerin is probably 
the best all-round treatment, being soothing and easy to insert 
and remove. 

When no further exudation is found the case resembles one 
in the congestive phase. Here a paint of 1% silver nitrate or 
1% alcoholic solution of gentian violet should be used to harden 
the meatal skin. The latter solution stains the meatal skin and 
should not be employed until all discharge has stopped. It 
is the best treatment for fungous infection and for the granular 
type. When pus is green, or if Ps. pyocyanea predominates 
without green pus, 1% acetic acid, or a mixture of 1% acetic 
acid and 10%. ichthyol, will give good results, although some 
patients find them uncomfortable, and they tend to dry off. 

Pain is best treated with heat—fomentations, kaolin poultices, 
or hot-water bottles—and sedatives. The patient under treat- 
ment should be instructed not to scratch the ear, however itchy, 
and not to let water enter the meatus during washing. He 
should be told specifically not to use cotton-wool as a plug 
while the ear is discharging, as this only increases skin infec- 
tion. Sea-bathing is forbidden for several months. 

If a dermatitis of the auricle is present, good results are 
obtained with 1% ammoniated mercury in Lassar’s paste applied 
on spreads and moulded to the pinna. Five per cent. sulpha- 
thiazole paste was efficacious, but was discontinued when it 
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was found to produce local reactions and even generalized 
sensitivity to light. 

The question of chemotherapy in otitis externa is a Vexed 
one. Many patients had had a course of one of the sulphon- 
amide drugs before reaching hospital, with no benefit to the 
local condition. One has seen cases in which penicillin has 
been given parenterally for wound infections, furunculosis, of 
the aural condition itself, and yet otitis externa persists, The 
reason is obvious. Otitis externa is a mixed infection, ang 
most of the causal organisms are insensitive to penicillin ang 
the sulphonamides. 

Syringing the ear in a case of otitis externa is always liable 
to increase the infection ; but it is necessary sometimes when 
the secretion in the anterior meatal recess is too hard fo, 
mopping. To leave this debris is to invite recurrence. I have 
been in the habit of syringing these cases on the first day op 
which the ear is dry, and treating with ichthyol in hypertonic 
saline or ichthyol in glycerin for a day or two before going op 
to the paint. 





It is with pleasure that I record my thanks to Col. C. H. K. 
Smith, O.B.E., M.C., commanding officer of a general hospital, for 
permission to publish this article. 
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PENICILLIN GROWN FROM A NUTRIENT 
MEDIUM PREPARED FROM POTATO 
EXTRACT 


BY 
J. O. GAVRONSKY, M.D. 


The production of penicillin is rapidly growing. This is likely 
to continue for some time to come. Other antibiotics in appli- 
cation to agriculture, horticulture, and veterinary surgery will 
soon have to be produced on a large scale, possibly on a scale 
exceeding the production of penicillin. Under these circum- 
stances the question of preparation of nutrient media becomes 
of great importance. 

Conditions for growing moulds, to obtain the needed product 
of their metabolism, vary with the mould one is dealing with. 
To a large extent the result depends on the nutrient medium 
used. This medium must be both satisfactory and cheap. With 
very few exceptions the composition of such media is kept 
secret. In making known the composition and mode of pre 
paration of a nutrient medium used by me I cannot claim to 
get a higher content of penicillin in the metabolic solution than 
that obtained in some of the media already used. I can only 
say that the titre of penicillin compares favourably with that 
obtained by using Czapek-Dox medium with the addition of 
yeast or corn-steep liquor, or by using the medium introduced 
by Challinor and McNaughton. The preparation of the medium 
is as follows : 


Method 


Potatoes or potato peelings are hydrolysed in twice the quantity 
of tap-water with 2% -of HCl on the weight of potatoes. The 
hydrolysis proceeds for 2} hours at a pressure of 3 atmospheres. 
After filtering the hydrolysate through a linen cloth an extract is 
obtained with an average glucose content of 5.5%. The sugar con- 
tent naturally varies with the starch content of the potatoes or 
potato peelings used. In the case of potato peelings, unless they 
are used soon after peeling, a longer time is needed for hydrolysa- 
tion. In the case of potatoes, these are washed and cut into pieces 
of approximately 1/2 to 2 cm. thickness. The necessity for cutting 
is avoided by using potato peelings. 

The quantity of extract thus obtained.from 1 kg. of potatoes with 
2 litres of water and 20 c.cm. of strong HCl, after disposing of 
the solid residue by wringing out the linen bag used for filtering, is 
approximately 2,450 c.cm., This extract is diluted to 4% glucos 
content. We thus obtain 3,360 c.cm. approximately. The pH is 
roughly adjusted to neutral to litmus. Corn-steep liquor is added, 
370 c.cm.—that is, 10% of the total quantity of medium. NaNdO, 
is added—3% per litre; and activated charcoal—1/2% on weight 
of potatoes. The pH is adjusted to 6, and the medium sterilized 
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jn the autoclave for a time, depending on the bulk of medium in 

ration. While it is sufficient to have a litre flask containing 

m0 c.cm. of medium for 10 minutes at 1 atmosphere, a 5-litre 

gpiration bottle filled with medium requires three-quarters of an 

pour at | atmosphere pressure. It is advisable to add to the medium 
10% of water to allow for evaporation in the autoclave. 

This medium, when ready, is of a dark-brown colour. The 
addition of 1/2% of activated charcoal clarifies it to a certain 
extent. Fortunately, the waste water, after extraction of penicillin 
with amyl acetate, retains the bulk of the pigment, so that ultimately 
a powder is obtained with a degree of freedom from pigment 
corresponding to the stage of purification. Nor are these pigments, 
or other impurities derived from the medium, toxic: 1/2 c.cm. of 
sodium salt of 2,500 units per c.cm. injected into three mice did 
not seem to affect them adversely. 

The titre of the crude penicillin solution obtained by using this 
medium, tested by serial dilution or ring method, frequently exceeds 
@ units per c.cm. The average titre is above 30 units per c.cm. 
The highest figures obtained by me when using the Challinor and 
McNaughton medium were in the neighbourhood of 25 units per 
ccm. I did not get up to this level with the Czapek-Dox medium. 


Discussion 

Apparently a nutrient medium prepared in the way described, 
besides containing all the glucose and most of the nitrogenous 
foodstuffs needed by a growing mould, must contain certain acti- 
vating substances. By chemical analysis the nutrient medium 
was found to contain all the inorganic salts entering into the 
composition of Czapek-Dox salts except MgSO, and NaNoO,. 
The addition of MgSO, was shown by comparative experiments 
to be unnecessary, while NaNO, definitely improved the titre 
of penicillin. Corn-steep liquor certainly has a beneficial effect. 
In comparative experiments, while a flask containing hydrolysed 
potato medium would show at its height a titre of 15-20 units 
per c.cm., a flask containing medium to which corn-steep liquor 
has been added would show 60 and up to 80 units per c.cm. 
Before sterilization the addition of a small percentage of pulp 
made from cabbage, or particularly carrots, seems to have a 
beneficial effect. As the height of titre constantly varies from 
day to day, and from experiment to experiment, I have not 
yet been able to draw definite conclusions as to the effect of 
such additions. 

I need not enter into details of the actual cost of my medium, 
The economy is obvious—always on condition that the titre 
should not be lower than that of the other media used, and it 
does not seem to be so. 

At present I have three experimental vessels—apparatus for 
penicillin production by surface growth in a continuous process 
—working at Highgate Hospital laboratory. From the seventh 
day—that is, from the time of the titre approaching its height 
—the average titre of all three tanks is 34.5 units per c.cm. 
What is the cost of this medium per litre? It amounts to the 
cost of 100 c.cm. of corn-steep liquor, 3 g. NaNO,, 1 g. acti- 
vated charcoal, and the potato peelings, which I get either 
from a hospital kitchen or from any canteen in the neighbour- 
hood—free of charge. Working on a large scale, the additional 


cost would be the transport of potato peelings or diseased. 


potatoes to the factory. True, on a farm one may use the 
peelings for feeding pigs, but the market value of it would 
hardly exceed 10s. a ton. One must therefore expect that agri- 
cultural waste will ultimately play an important part in the 
preparation of media for the production of various antibiotics. 


I am much indebted to Dr. J. M. Alston for his constant interest 
and help in my work on ——. and I must thank the London 
County Council and Dr. J. R . Reed for enabling me to work at 
Highgate Hoagie. 





The Federation of the British Legion has approved a recom- 
mendation of the Council of Management of the British Legion 
Village for the appointment of 21 medical men as honorary con- 
sultants to Preston Hall, Maidstone, Kent; the British Legion 
Sanatorium, Nayland, Colchester, Essex; and Douglas House, 
Bournemouth, the convalescent seaside annexe of Preston Hall. 
During the absence of Dr. J. B. McDougall (medical director of 
the British Legion Village), who is now attached to U.N.R.R.A., 
Dr. Frederick Heaf has been appointed honorary consulting medical 
director. The consultants will form a medical committee under 
the chairmanship of the honorary consulting medical director to 
advise the Council of Management in all medical matters connected 
with the British Legion Village. 


HYPERSENSITIVITY TO TRANSFUSED 
BLOOD 


BY 
SHEILA CALLENDER, M.D., M.R.C.P. 


R. R. RACE, M.R.CS., L.R.C.P. 
AND 


Z. V. PAYKOC, M.D. 


A patient who is believed to be suffering from the rare disease 
called lupus erythematosus diffusus required a series of trans- 
fusions on account of persistent anaemia. As a result of these 
transfusions a remarkable succession of antibodies has appeared 
in her serum. The patient’s red cells are Group O, M, P, 
Rh,Rh,, and negative with the three “new” antibodies to be 
described. She has never been pregnant. 
































° Transfusions 
Donors’ Groups 
Donor’s —_— 
Date Name Rh Anti- Anti- | Anti- 
Lutheran Willis Levay 
1 Feb. 2, 1944] Marshall | Rh,rh | } \ - 
2 Aug. 19, 1944 R. B. rhrh | Unknown 
3 Aug. 19, 1944] Lutheran rhrh + - ~ 
4 Sept. 23, 1944 | Willis Rh,Rh, | - | + | 
5 Sept. 29, 1944] Mules Rhyrh | - - | - 
6 Oct. 6, 1944 Howes Rh, Rh, - | + - 
7 Nov. 7, 1944 Levay Rh, Rh, _ - + 
8 Nov. 20, 1944 Allington Rh, Rh, — | - : 
9 Jan. 31, 1945 a Rh, Rh, - = 
! 
Hi-Lu 1944, 


Anti-Lutheran = 
Anti-Willis 
Anti-Levay 


= The patient ’s serum taken at the end of Aug., 
= The patient ’s serum taken in Oct., 1944. 
= The patient’s serum taken in , 1944. 


A specimen of serum taken shortly after the Lutheran trans- 
fusion was found to contain the rh agglutinin called St 
(y Fisher); the “incomplete” form of this antibody was also 
present. More interesting, however, was the finding of another 
separable agglutinin, called anti-Lutheran in the table. The 
red cells of 8-9% of the English population, irrespective of 
the ABO, MN, P, or Rh groups, are agglutinated by this anti- 
body. The Lutheran antigen is inherited as a dominant Men- 
delian character. The statistical and family evidence will be 
presented in detail elsewhere. 

The St and anti-Lutheran antibodies gradually disappeared, 
their titre being low at the time of the September and October 
transfusions. After the Willis, Mules, and Howes transfusions 
a gecond “ new” antibody—anti-Willis—appeared. The donor 
Howes’s blood presumably assisted in this immunization, for 
Howes also has the Willis antigen. The Willis antigen is 
inherited as a dominant Mendelian character independent of 
ABO, MN, or P but not independent of Rh, and it is now 
practically certain that it is controlled by another allele at 
Fisher’s C-c locus (Race, 1944), which may be called C¥. The 
Willis antigen is present in about 7% of Rh,Rh, bloods, and 
the relative frequencies of the three alleles in the English popu- 
lation must be about C 43.5%, C¥ 1.5%, amd c 55%. Again 
the evidence for this interpretation will be presented else- 
where. 

After some weeks of existence anti-Willis faded from the 
patient’ s serum, but towards the end of this period Levay’s blood 
was given. This blood also proved to be incompatible, for 
about 14 days later a weak agglutinin—anti-Levay—was evident. 
The Levay antigen is a rare one and probably also a “ domi- 
nant,” for so far it has been found only in the blood of Levay 
and in the blood of this donor’s father, but not in several hun- 
dred random bloods examined. All three “ new” antibodies 
are more active at 37° C. than at lower temperatures. 

Attempts to immunize one volunteer to the Lutheran antigen 
and two to the Willis have so far had no success. As the 
Lutheran and Willis antibodies may not be reproducible, and 
as the supply of antiserum is limited, it is proposed to deposit 
the names and addresses of as many of the Lutheran and Willis 
positives as are willing to help at the Bureau of Human 
Heredity, 115, Gower Street, London, W.C.1. It is hoped with 
the help of Major Moloney, of the U.S. Army Medical Corps, 
to make some equivalent arrangement with people whose homes 
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are near New York. ‘If either of these antibodies do turn up 
again, as they are sure to do sooner or later, it may be possible 
to correlate the present work. 


Comment 

There are two points of general interest in this history. First, 
the patient must be extraordinarily sensitive to antigenic differ- 
ences, and this supports the hypothesis that the symptoms of 
the disease lupus erythematosus are manifestations of some 
undetected antigen-antibody reaction. Secondly, given such 
a hypersensitive recipient, a glimpse is. obtained of the multi- 
plicity of red cell antigens which may be found in the future. 
One familiar and three “ new” antibodies have been made to 
the blood of eight donors, although considerable care has been 
taken to use appropriate blood. Landsteiner was of the opinion 
that blood groups would some day be known to be as individual 
as finger-prints. 

Our thanks are due to Prof. Cappell and Prof. Fisher for con- 
tinued interest and encouragement; to the donors for permission to 
use their names; and to the patient, who has been very co-operative. 

REFERENCE 
Race, R. R. (1944). Nature, 183, 771. 








A CASE OF NOCTURNAL HAEMOGLOBINURIA 


BY 


JOHN A. MILNE, M.B., Ch.B. 
House-physician, Western Infirmary, Glasgow 


(From the Gardiner Institute of Medicine, University of Glasgow) 


The syndrome of paroxysmal nocturnal haemoglobinuria with 
haemolytic. anaemia was first recorded by Marchiafava and 
Nazari in 1911, and according to Wintrobe only 41 cases had 
been described in the literature up to 1943. 


Case Report 


The patient, a Royal Marine aged 27, was admitted from a naval 
hospital for special investigation to the wards of Prof. J. W. McNee 
in the Western Infirmary, Glasgow. He was complaining of anaemia, 
with frontal headaches, tiredness, and weakness. He entered the 
Navy 8 years ago and his only illness was in Oct., 1943, while in 
the Faroe Islands. It was characterized by diarrhoea, vomiting, and 

‘urticaria, which was diagnosed as food poisoning. He has never 
had malaria. He is married and has one healthy child aged 21 
months. There is no history of anaemia or jaundice in the family. 

In March, 1944, the patient began to suffer from frontal head- 
aches while working. These persisted unless he sat down and rested 
for a short while. These headaches gradually increased in severity, 
and he noticed that he was becoming very easily tired and breathless 
on exertion. In May, 1944, he reported sick, and was admitted to 
a naval hospital, where he was found to be profoundly anaemic. 
Three weeks later he developed a painful tongue and tender bleed- 
ing gums. The condition yielded rapidly to large doses of ascorbic 
acid, and glycerin and borax applied locally. For the anaemia he 
received iron and a variety of liver preparations without any im- 
provement. When he had been two months in hospital he was 
given one pint of blood, with slight improvement in haemoglobin 
level. A month later he was given another pint of blood of correct 
group, after which, for the first time, his urine was noticed to be 
very dark in colour for two days following the transfusion. 
He was admitted to the Western Infirmary on Dec. 9 for special 
investigation, as the exact diagnosis of the anaemia remained 
uncertain. 

On admission he was seen to be a pale well-nourished man with 
a slight icteric tinge of the skin and sclerotics; a few discrete hard 
lymphatic glands were present in both axillae and groins. The heart, 
lungs, and nervous system showed no abnormality. The liver and 
spleen were not palpable. 

Blood Picture ——The following investigations were made, using the 
technique described by Wintrobe. Haemoglobin was estimated by 
means of a photo-electric colorimeter. Erythrocytes, 3,060,000 per 
¢.mm.; leucocytes, 2,400 per c.mm.; haemoglobin, 11.4 g. per 
100 c.cm.; packed-cell volume, 32.5% ; mean cell volume, 106 c.n; 
mean corpuscular haemoglobin concentration, 34.8% ; reticulocytes, 
12.5%. Differential leucocyte count: neutrophils, 44.5%; eosino- 
phils, 2.59%; lymphocytes, 48%; monocytes, 4%. A film stained 
with Leishman’s stain showed anisocytosis, slight poikilocytosis, and 
macrocytosis of the erythrocytes. There was no evidence of malaria 
parasites or pigmentation of leucocytes. 





On sternal puncture marrow was easily obtained; it appeared to 
be hypoplastic, as the film made from it contained numerous fat 
spaces. A few primitive erythroblasts were seen, but the marrow 
was definitely normoblastic. The blood plasma gave a positive jp. 
direct van den Bergh reaction—0.7 mg. of bilirubin per 100 ccm. 


‘ The fragility of the patient’s erythrocytes to saline was within normal 


limits, haemolysis starting at 0.45%. Wassermann reaction, negative, 
A fractional test meal’ showed a normal hydrochloric acid curye. 
The urine contained a quantity of urobilin. At this point a haemo. 
lytic anaemia was diagnosed, the cause, however, being unknown, 
Progress——One week after admission the patient complained of 
pain in one of his lower molar teeth. The tooth was extracted unde; 
local analgesia on Dec. 18. At 2 a.m. on Dec. 19 he awoke and 
complained of an ache across his lumbar region, and a specimen of 
urine passed at this time was noticed to be dark red. Another 
specimen of urine at 6 a.m. was still dark in colour, while-one at 


$ a.m. was perfectly clear. The van den Bergh reaction on Dec, 19 , 
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showed a positive indirect reaction—1.4 mg. of bilirubin per 190 + | ight, 


c.cm. Early on the morning of Dec. 21 he again passed a dark-red 
specimen of urine, while at 9 a.m. the urine was clear. Examination 
ot the urine showed the colour to be due to a haemoglobin deriva. ' 
tive. No erythrocytes were seen. The haemoglobin derivative was,” 
identified spectroscopically as oxyhaemoglobin. 
globinuria has recurred regularly, the specimen passed in the 


hours of the morning being dark red, that passed about five hours ; 


later being perfectly clear. 


Further Investigations—{1) The Donath-Landsteiner test was per- 4 


formed in order to exclude haemoglobinuria due to cold; it was ° 


negative. (2) In order to determine whether the fall in the pH of 7 


the blood during sleep was a factor in the production of the 


haemolysis (Ham, 1939) the patient’s erythrocytes and serum were , 


set up against an isotonic system over a pH range of 6.5 to 7.0 by 


Dr. W. B. Kyles, clinical pathologist to the Infirmary. The result” - 


was quite negative. (3) Even the clear specimens of urine con- 
tained a constant deposit of haemosiderin, demonstrated by the 
hydrochloric acid-potassium ferrocyanide reaction (Wintrobe). ' 
(4) As necrosis of the liver is a feature of this disease (Scott, Robb- 
Smith, and Scowen, 1938) liver function was estimated by the ~ 
laevulose-tolerance and Quick’s sodium benzoate tests, but was 
found to be within normal limits. (5) A specimen of serum was 
examined by Prof. D. F. Cappell; this identified the patient as 
Group O and Genotype Rh,Rh,. (6) In order to bring out the 
association of the haemoglobinuria with sleep, his sleep rhythm was 


This caused the haemoglobinuria to appear through the day while 
the patient slept, and was absent at night when he remained awake. 


Discussion 


The pathology of this disease and the mechanism of produc- 
tion of the haemoglobinuria are fully discussed by Scott, Robb- 
Smith, and Scowen (1938). The hypothesis put forward for 
this explanation of the nocturnal haemoglobinuria is the alter- 
ation in the pH of the blood during sleep (Ham, 1939). While 
sleep undoubtedly is a factor, as seen by altering the sleep 
rhythm, the laboratory experiment carried out by altering the 
pH of a specimen of blood, while not conclusive, would tend 
to point against alteration of the pH being part of the 
mechanism, as the range of pH covered was much greater 
than would occur in the human body. It is known that trans- 
fusions and trauma are factors which increase or precipitate 
the haemolysis. This is well shown in this case. 


Summary 


A case of chronic haemolytic anaemia associated with nocturnal 
haemoglobinuria is presented. Blackwater fever, syphilis, and 
Lederer’s anaemia were excluded. The patient was Rh-positive. 
The existence of the nocturnal periodicity of the haemoglobinuria 
was confirmed by altering the sleep rhythm, thus indicating that the 
patient suffered from the Marchiafava-Micheli syndrome. 


I should like to thank Prof. J. W. McNee for his permission to 
publish this case. 
REFERENCES 
Ham, T. H. (1939). Arch. intern. Med., 64, 1271. 
Scott, R. ay - - cre A. H. T., and Scowen, E. F. (1938). Quart. J. Med., 
n.S., >. 





The Mothers’ Hospital of the Salvation Army in Lower Clapton 
Road, London, E.5, is entirely staffed by medical women. The 
report for 1944 is curtailed in the interests of economy, but space 
has been found for a foreword by Miss Margaret Basden, senior 
obstetric surgeon, who on the outbreak of war took up residence 
in the hospital. She writes in moving words of the fine spirit with 
which the nursing staff and patients and the fire-watchers endured 
the ordeal of air raids. 
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1 normal P 
negative. | A Case of Gangrene of Meckel’s Diverticulum 
‘a i send the following notes in view of the interesting questions 
nown, _jaised by the case. 
is ora CLINICAL HisToRY 
au of I was called early one morning to see a man aged 66, who had 
k der been in great abdominal pain all night. The pain was widely 
OKe and = fiffused all over the abdomen, the bowels had been well opened 
-imen of wice the previous day, the temperature was normal, and the pulse 
Another 6 and rather weak. 
> one at | | found a very distended bladder, but the patient expressed no 
Dec. 19 | | esire to pass water. He had "77 it on retiring to bed for the 
per 100 r | ight, after a day during which he had felt particularly well and 
dark-req =| nergetic. (It so happened that I had examined him 10 days 
nination reviously, when attending another member of the family. He then 
dete, ? smplained of vague abdominal pain, but there was no question 
: " » |? constipation or urinary difficulty, and palpation showed no 
HVe Was jominal tumour. I accordingly advised x-ray investigation if the 
haemo- , in persisted, but within a day or two he stated it had quite gone.) 
he early I gave him morphine gr. 1/6, and ordered a prolonged hot bath. 
e hours , § fter some thirty minutes he passed about 4 oz. of urine. I then 
‘helt able to leave him and went to my surgery. Upon my return 
vas per. fe had passed no more urine, and the abdomen was still very dis- 
it was ° nded. I decided to tie in a size 5 Jaques catheter. Visiting him 
H of © in 6 hours later I found that 30 oz. of urine had come away. 
ed 7M however, looking iller than before, the abdomen was still 
of the ,Brery distended, and I could feel a mass in the abdomen to the left 
m were »# ide, which I thought was separate from the bladder. 
7.0 by I felt a further opinion was necessary, and called in a surgical 
e result" - | oileague. Unfortunately it was not possible to arrange the con- 
1¢ con- . | ultation for a further 3 hours, and when we visited the patient his 
by the ‘ ' ‘adder had again apparently made it difficult to be certain about 
trobe), © | © diagnosis of the second tumour. It was decided to take him 
Robb. © | ' hospital, and again slowly drain the bladder. By this time the 
by the 4] atient was obviously very ill, but the temperature was still normal, 
4 |,hough the pulse had risen to 110 and was “ thready.” in nature. 
> was | Overnight catheterization showed a completely empty bladder, and 
m was »| 0 urine was secreted for 48 hours. Thus it became evident that 
lent aS -|the tumour felt was not a distended bladder. An x-ray examination 
ut the ./of the abdomen brought the following report from the radiologist. 
mm was ‘, Considerable gas distension of the stomach. No gas distension of 
night. “| © small intestine. No evidence of intestinal obstruction from 
+ while ay. 
awake. | A Ryle’s tube was passed, and constant suction applied. After 
* #|} 8 uours he was completely comfortable. Some flatus had been 
after enemata, but he was still markedly distended. The 
yle’s tube by this time was discharging considerable quantities of 
-oduc- | Upper jejunal contents, so the evidence of an upper intestinal obstruc- 
tion- was definite. 
Robb- i 
‘d for OPERATION AND POST-MORTEM FINDINGS 
alter- | Operation was performed under a low-spinal anaesthetic. On 
While entering the abdomen the first findings were two or three pints of 
sleep blood-stained fluid in the peritoneal cavity. Considerable distension 
of the jejunum was present and a mass to the left of the umbilicus 
ig the covered by very adherent omentum. On liberating this mass and 
| tend separating the omentum a gangrenous Meckel’s diverticulum was 
f the > awl the —— we — wen + ate of the 
mentum. out in. of the bowel including the gangrenous 
reater =| diverticulum were excised. . aie 
trans- At the end of the operation the patient’s general condition was 
pitate moderately satisfactory, but a physician was called in to cope with 
advancing left heart failure. The next day he seemed to be 
improving, but suddenly vomited jejunal contents and died im- 
mediately afterwards. 
A limited post-mortem examination showed gangrene of 1 ft. of 
turnal | the small intestine, proximal to the anastomosis, due to mesenteric 
and thrombosis. The sequence of events appears to be an acute inflam- 
sitive. mation of a Meckel’s diverticulum. This was completely encased 
inuria | &_ OMentum. The bowel was at first partially but later completely 
st the obstructed. The gangrene of the proximal loop of bowel after the 
operation can be explained by an extension of the thrombosis to 
4 main branch of the superior mesenteric artery. 
on to I am hoping that explanations may appear in the Journal to 
account for (1) the acute urinary retention ushering in the illness, 
(2) the complete anuria subsequently developing, and (3) the acute 
dilatation of the stomach. 
Med., To save space I have omitted various unessential details of the 
tfeatment given while in hospital. I am grateful to Mr. R. Trevor 
—_ Jones, F.R.C.S., for his help with tite case, for performing the 
necessary operations, and for his helpful criticisms of my notes. 
—« Mill Hill, London, N.W.7. D. A. GRaTTAN, M.B., Ch.B. 
e 
space 
enior 
lence | L. E. McCrea (J. Urol., 1945, 53, 466) records his observations 
with on 581 patients with prostatic hyperplasia of all types. The average 
lured age was 63.2 years. Only 19.6% were well after a five-year period, 


or out of 367 operated on only 31% were in good health. 








ENCYCLOPAEDIA OF MEDICAL PRACTICE 
The British Encyclopaedia of Medical Practice, including Medicine, Surgery, 
Obstetrics, Gynaecology and other Special Subjects. Medical Progress. 
London : Butterworth and Co. 1945. 

This is the first supplementary volume of the British Encyclo- 
paedia of Medicai Practice to appear since the lamented death 
of the General Editor, Sir Humphry Rolleston, but as the 
publishers declare, “ The Rolleston tradition survives,” and the 
general plan he adopted is scrupulously followed. We are 
further reminded of another loss the profession has sustained 
during the year by the article on alimentary tract diseases from 
the pen of Sir Arthur Hurst. Prof. Grey Turner and Prof. 
Lambert Rogers contribute a valuable review of surgical pro- 
gress, which is naturally largely based on their war experiences. 
Dr. Langton Hewer’s article on anaesthesia and analgesias 
emphasizes the advances made in intravenous methods of 
anaesthesia, which are so much less trying to the patient, but 
which call for skilful and careful administration. Moreover, 
intravenous general analgesia offers a hopeful field for research. 
A slow drip infusion of 0.2% procaine hydrochloride in from 
5 to 10% glucose relieves the intense pruritus of jaundice 
and provides sufficient analgesia for painful burn dressings. 
Dr. R. D. Gillespie's paper on mental diseases illustrates the 
reaction from the over-simplification of mental processes that 
followed too ready an application of Pavlov’s conditioned re- 
flexes to them. For the rest he naturally dwells at some length 
on the influence of war experiences on the mental state. 
Pulmonary tuberculosis has proved a serious problem in war- 
time, and Dr. Maurice Davidson contributes a thoughtful 
review on the subject. He inclines more and more to the 
opinion that further progress in the control of this national 
scourge will depend upon study of the soil rather than upon 
study of the seed ; it is a general infection with a local mani- 
festation in the delicate lung parenchyma. Of recent advances 
in treatment he regards as perhaps the most significant not only 
the improvement in the technique of thoracic surgery but also 
the better understanding of what is implied by collapse therapy, 
involving various tactical forms of one common strategy. Sir 
Leonard Rogers brings his unique experience to bear on recent 
work on tropical diseases, and Prof. Dilling, as usual, deals 
with recent developments in drug therapy. The rest of the, 
volume consists of careful abstracts arranged alphabetically 
according to diseases. As Prof. Bruce Perry summarizes it, 
“during the year no phenomenal advance has been made in 
any special field, but there has been steady progress on all 
fronts.” And of that progress this volume is an admirable 
record. 


BACTERIA IN RELATION TO MILK 


Bacteria in Relation to the Milk Supply. A Practical Guide for the Commercial 

Bacteriologist. By C. H. Chalmers, B.Sc. 3rd edition. (Pp. 272; illustrated. 

8s. 6d.) London: Edward Arnold. 
The third edition of this handy little compendium of informa- 
tion on dairy bacteriology will be welcomed by dairy students, 
commercial bacteriologists, sanitary inspectors, and not a few 
medical officers of health. The sections on control of milk 
at the farm and at the creamery have been rewritten. There 
is a good critical review of the methods available for judging 
the bacteriological quality of milk, and the author has not 
allowed himself to be carried away by the exaggerated claims 
made for the resazurin test. What will prove of particular 
value to sanitary inspectors is the description of the technique 
of pasteurization—both the holding and the H.T.S.T. methods 
—since the practical aspect of processing: is so seldom con- 
sidered by dairy writers in this country. The appendix con- 
taining the formulae for a number of standard media will be 
found useful for reference. There are a few minor criticisms. 
The bacteriology is not always as good or as up-to-date as it 
should be. The technique of examination of water ‘supplies 
is fifteen years old; the method for differentiation of coliform 
organisms laid down by the Ministry of Health in 1939 and 
used in public health laboratories with great satisfaction ever 
since is not even mentioned. Bacterial nomenclature is chaotic. 
Any system that awards different generic names to organisms 
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as closely related as coli and aerogenes or to different members 
of the anaerobic spore-bearing group is surely open to con- 
demnation. The method described for the cultural examina- 
tion of milk for Br. abortus is not likely to be very successful. 
The author might also consider replacing 5% carbolic acid for 
the disinfection of hands by 1% chloros ; he will find it equally 
effective and far less damaging to the skin. 


MASS RADIOGRAPHY OF THE CHEST 

Mass Radiography of the Chest. By Herman E. Hilleboe, M.D., and Russell 

H. Morgan, M.D. (Pp. 288; illustrated. $3.50 or 21s.) Chicago: The Year 

Book Publishers; London: H. K. Lewis and Co. 1945. 
This new book adds very little to that which has already been 
written about this topical subject, but it has the merit that it 
condenses otherwise scattered information into a small, well 
illustrated, and excellently produced volume. Perhaps the best 
chapter is that devoted to the objectives of tuberculosis con- 
trol; here the authors present the problem concisely and 
sensibly and avoid the common error of exaggerating the 
‘possibilities of mass radiography in this field. Another section, 
promisingly entitled “ Equipment Available,” shows a tantaliz- 
ing profusion of x-ray apparatus, screens, cameras, and photo- 
electric timing mechanisms which are not likely to be obtain- 
able in this country for a long time. In an interesting discus- 
sion of the physical factors affecting the choice of equipment, 
the authors compare the relative efficiency of various sizes of 
film. It appears that there is much to recommend the use of 
4 x 5 in. film in preference to the 35 mm. size for small sur- 
veys.. The 4 x 5 in. film has twice the resolving power of 
35 mm. film, so that it gives a much better rendering of detail, 
and it is large enough to be viewed conveniently without any 
magnifying or projection device. The descriptions of technique 
and administration are concise and comprehensive, but the 
section on interpretation of films is too bricf to be of much 
practical value. There are a number of excellent reproductions 
of radiographs, but too many of these are of gross abnormalities 
or relatively uncommon conditions; of the 47 reproductions, 
only one shows minimal pulmonary tuberculosis. 








Notes on Books 


Sir Ropert Hutcuison’s Elements of Medical Treatment (John 
Wright and Sons, Bristol; 10s. 6d.) is a well-established favourite 
which has now reached a fourth edition. As might be expected 
from a master both of clinical teaching and of lucid writing, this 
book is practical in tone and definite in its directions. A pleasing 
feature is the care with which the reason is stated for each in- 
gredient in the illustrative prescriptions. While relying mainly on 
the drugs of established reputation, due regard is paid to the newer 
remedies. 


The St. John Ambulance Association has published from St. 
John’s Gate, Clerkenwell, E.C.1, a third edition of its simply written 
booklet A Preliminary Course of Home Nursing (price 1s., by post 
Is. 14d.). This was originally compiled for girls under 16; but, 
being based on the adult textbook of the Association, many older 
learners have found it a useful introduction. 


Dr. Ropert G. Paterson has written an interesting short history 
of the genesis and development of the antituberculosis campaign 
in the U.S.A. under the title Antecedents of the National Tuber- 
culosis Association. This pamphlet, with eight portraits of pioneers, 
is published by the Association at 25 cents from 1790, Broadway, 
New York 19, N.Y. 


The inevitably disintegrating effect of total war on family life 
has led Lady Paterson to write what she terms a challenge under 
the title The Family Woman and the Feminist (William Heinemann ; 
2s. 6d.), which is an ardent and sincere appeal to restore the balance 
in favour of home life and not to leave the responsibility for the 
upbringing of children entirely to the State. A useful tract for 
to-day. 


The Board of Registration of Medical Auxiliaries (B.M.A. House, 
Tavistock Square, London, W.C.1) has published a fifth edition 
(1944) of the Chiropodists’ Section of the National Register of 
Medical Auxiliary Services. Chiropodists whose names are included 
in the Register have qualified according to a standard laid down 
by the Board and approved by the British Medical Association. A 
memorandum prepared by the Chiropody Group Council on the 
relationship of chiropody to the health of the community, with 
special reference to registered medical auxiliary chiropodists, is 
obtainable at the price of 6d. 
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A SYSTEMIC PENICILLIN APPARATUS 


Mr. F. Ronatp Epwarps, M.D., Ch.M., F.R.CS., assistant to f 
the Professor of Surgery, writes from the Department of Syr. | 


gery, University of Liverpool: 


The systemic administration of penicillin is to-day carrieg 
out by a series of 2- or 3-hourly injections or by a continyoys 
intramuscular drip. The employment of individual injections 
while of great value in conditions of emergency, is associated 
with an increasing degree of apprehension as the number of 
needle punctures rises ; they may amount to 70 or more jn q 
full course of treatment. This is particularly noticeable jp 
children and severely toxic patients. The continuous intra. 
muscular drip apparatuses now in use are complicated, rather 
easily broken, and need autoclave sterilization. Their method 
of working, while relatively simple to the mechanically minded, 
become less easily understood the more untrained the staff that 
is called upon to control them. The increased availability of 
penicillin and its probable use in the home calls for a simplified 
form of apparatus which functions by one simple movement 
requiring no mechanical knowledge and when once set up can 
be left for days without fear of breakdown or obstruction, 
With these objects in view the following apparatus has been 
devised. It is a return to the intermittent injection method of 
administration, with the maintenance of a slightly less constant 
blood level than that given by the intramuscular drip. There 


is as yet no conclusive evidence forthcoming that this variation. 


in level has a less therapeutic effect than when the intramuscular 


drip is used. 
The Apparatus and its Use 


With this apparatus the volume of penicillin solution administered 
during the day is 12 c.cm. if a dose is given 3-hourly and 18 c.cm. 
if given 2-hourly, so that the water-logging of the site of injection 
is minimal. The penicillin reservoir needs recharging once a day, 
but the actual administration can be undertaken by untrained per- 
sonnel, such as the patient’s relatives. 


e . 
e . 
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Fic. 1.—Diagrammatic representation of the apparatus. The 
valve mechanism is enlarged to show detail. 


The apparatus is shown diagrammatically in Fig. 1. It consists 
of a 1-oz. wide-necked standard bottle (4), fitted with a metal cap 
and rubber disk (c). This metal cap is perforated to take ong 
end of a “Riley’s chest aspirator.” (Riley’s chest aspirator 1 
marketed by Messrs. Alexander and Fowler, Pembroke Place, Liver- 
pool, and is described in the B.M.J., Jan. 15, 1944.) This aspirator 
is then fixed to the cap by unscrewing one end of the intake valve, 
threading on the metal cap, and replacing the unscrewed portion. 
A hole is cut in the rubber washer and this is replaced over the 
aspirator end. A hole is bored in the metal cap to take a serum 
needle, which acts as an air inlet into the bottle, and is maintained 
in position by perforation of the rubber disk. A small glass tube 
(p) is fixed to the outer end of the needle by a short length 
rubber tubing. To the bottle end of the aspirator a piece of rubber 
tubing (B) and a length of wide capillary glass tubing is inserted, 
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whole being slightly longer than the bottle length so that the barrel. A small wooden wedge is made at an angle of approximately 
S of the capillary tubing, which is rounded off in a flame, sits in 30° with a groove down the centre along which the tubing can lie ; 


tter at the edge of the bottom of the bottle. To the output this maintains most comfortably and least painfully the intramuscular 
ss [ind of the aspirator 12 inches of rubber tubing are attached (Hm), needle (Fig. 4). The wedge is fixed to the webbing strap in any 
yd to the other end of this an adapter and a serum needle (1). To . 
js te side of the adapter a 1-c.cm. syringe is fitted (F). This syringe 

. is fitted firmly in position by a piece of wide rubber tubing which 
Ssistant to fi. over the end of the syringe for about half an inch, and is split 
nt of Sur- its opposite end so that it surrounds the body of the aspirator. 
The rubber tube is then pulled tight and slight tension is maintained 
by passing a ——— through the split end of the rubber tube in 
baw manner that the pin-legs press against the body of the 
wpirator (see Fig. 5). This prevents the syringe accidentally becom- 
















ay Carried 
-ontinuous 
injections, 
associated 


detached. ; by 
athe apparatus is sterilized by boiling, the piston of the syringe 
lumber of 


ping removed. After sterilization the piston is reinserted and a 
more in a rile rubber glove finger (G) is threaded over the handle of the 
iceable jn |psion. This is then tied by thread on to the piston handle and the 
ous intra ad of the barrel of the syringe at x and y, thus keeping the inside 
ed * lof the syringe barrel sterile. A wisp of sterile cotton-wool is put 
ed, rather ito the glass tube p. The apparatus is then emptied of water by 
ir method pumping the syringe, after which it is ready for use. 
y Minded, | The full stroke of the piston of a 1-c.cm. syringe gives almost 
Staff that Jaactly 1.5 c.cm., and hence the concentration of the penicillin dis- 
lability of [pensed depends on this factor and the frequency with which it is 
simplified d to administer the dose. I~ 100, units a day are to be 
novement [ge then this amount is dissolved in 12 c.cm. or 18 c.cm. of saline, 
et u ding as to whether it is to be given 3-hourly or 2-hourly re- 
P can gectively. The requisite daily volume is dispensed in a similar 
struction. }igitle to A, which is found in all bacteriological laboratories. The 
has been dead space of the apparatus is suneneinaalle 3 c.cm., so that the 
nethod of first day’s dose should be dissolved in 3 c.cm. more saline than is 
$ Constant Jaccessary on other days, and then on the last day the administration 
p. There jscontinued until a syringeful of air is obtained and this is injected 


Variation jéown the tube. If a little air goes into the muscles no harm will desired position by pushing two drawing pins through from the 
muscular opposite side. This type of harness is very comfortable to wear 


result. . ; : 

To start the administration, bottle a is removed, and the penicillin and_ allows considerable movement in the bed (Fig. 5), the bed- 
pottle screwed in, a procedure which can be undertaken in a sterile Clothes being kept from the leg by the use of a cage. 

manner quite easily. Two pumps of the syringe will fill the 
ministered japparatus, and the needle is inserted into the anterior or lateral 
1 18 c.cm, #thigh muscles through a pledget of wool soaked in proflavine solu- 
f injection | ton. Each dose of penicillin is given by one full stroke of the 
ice a day, | piston of the syringe, the piston being kept in the fully home posi- 
ained per. | ton in between times. : 

The bottle is fixed on the inner side of the thigh with the syringe 
qossing the anterior aspect. It can be fixed by firm bandaging or 
srapping, but is most conveniently fastened to a special harness 
which can easily be made in the occupational therapy department 
or the home (Fig. 2). 














Fic. 4.—Method of fixing tubing and needle to the wedge. 

















Fic. 5.—Lateral view of the apparatus in situ. 


In use this apparatus has been found to be quite satisfactory, 
being preferred by the nursing staff to any other so far produced. 
co Blocking of the needle is practically impossible as the injection is 
oe] given by direct pressure, and from the patient's point of view the 
: Sas small amount of fluid injected causes the minimum of soreness. 
ee on: The valve mechanism ‘can be cleaned by 9 water through as 

: long as penicillin solution alone is used in it. If any serous fluid 

Fic. 2.—Method of fixing apparatus to the leg. is used then it should be taken to pieces and cleaned out, because 

a fibrinous deposit makes it inefficient. The valve mechanism only 

» The | A piece of webbing 2 in. wide end 9 in. long has two tapes tied works efficiently in the vertical and semi-yertical position, for it 

on to each end (Fig. 3). A small webbing bag is made of such depends upon a ball fitting in a seating. This position is maintained 
by its location on the bottle. 
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| consists This apparatus is made from materials in standard production, 
netal cap and its cost to make is approximately 25s. 

take ong 

irator is I am indebted to Dr. Noel Bleasdale, registrar, Liverpool Chest 
se, Liver- Surgical Centre, Broadgreen Hospital, for suggesting modifications 
aspirator to the original apparatus. 

ke valve, SS 
portion. 

over the J. M. Kennedy (J. Laryngol. Otol., 1944, 59, 243) records a 
a serum _ nj : : case of laryngo-tracheal diphtheria in a pregnant woman, aged 23, 
— Fic. 3.—Diagrammatic representation of harness. which necessitated tracheotomy and was followed by delivery of a 
ass tu F : : —~o six-months foetus. She was treated with 60,000 units of antitoxin 
ength of 4 size that it fits the outside of the 1-oz. bottle, and this is stitched intramuscularly and 16 g. thiazamide intravenously with no com- 


f rubberf0ng one side of the webbing as shown in the diagram. Two ram 
inserted,J'2P€S, also stitched a little further along, serve to fix the syringe plications and complete recovery. 
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The Pirogov Surgical Society of Leningrad continued its work 
throughout the period of the siege, although its meetings were 
frequently interrupted by enemy shelling ; surgeons were some- 
times unable to reach the meeting hall, and others had to leave 
in order to give first aid to the injured. Since the raising of 
the siege we have been able to meet regularly in accordance 
with old traditions. 

In April, 1944, the re-election of the presidium of the society 
took place. Academician Peter Kupriyanov, vice-president of 
the Academy of Medical Sciences, was elected chairman of 
the presidium ; the vice-chairman is Ivan Vinogradov, an old 
Leningrad surgeon and honoured doctor of the R.S.F.S.R., and 
the present author was elected secretary of the society. During 
1944 the society held 19 meetings, all of which were attended 
by an average of 200 to 250 members. 


Papers and Demonstrations 


The annual Pirogov Memorial Meeting heard a paper by Col.- 
General Eugene Smirnov on “ Pirogoy and War Medicine.” This 
dealt with the tremendous part which Pirogov played in the develop- 
ment of war medicine both as an organizer and as a surgeon. At 
the same meeting Academician Justin Janelidze read a paper on 
“The Free Transplantation of Skin in Russia and the Soviet Union.” 
He gave a historical review of the subject and mentioned a number 
of Russian surgeons who practised free transplantation in the 
nineteenth century but whose names are not known to doctors in 
general; at this time an original method for the free transplantation 
of skin was proposed. 

In general, questions of plastics and plastic surgery have frequently 
been raised at meetings of the society. Prof. Alexander Limberg 
spoke on “ The Use in Plastics of Two Conjoined Triangles cut in 
the Neighbourhood of the Defect.’”” The large number of demon- 
strations show that Leningrad, surgeons are much interested in the 
technique of covering large skin defects. The methods used are the 
conjoined triangles (demonstrated by Xenia Stroikova and Natalia 
Dembo), the strip method, and others. Maria Arkhangelskaya- 
Levina demonstrated her own method: she removes the fringes of 
the wound as far as the fascia and places her transplant on the 
separated strips; this enables her to draw the strips together and 
cover the defect. All these demonstrations gave rise to lengthy dis- 
cussions, during which many surgeons related their experiences in 
this field. 

The treatment of defects in other parts of the body was also 
dealt with at the society’s meetings. Emma Alexandrova, from 
Prof. Limberg’s ‘clinic, demonstrated five cases of restored lower 
lips and chins after gunshot wounds had been treated, and several 
cases of free osteoplasties for the treatment of defects and slowly 
consolidating gunshot fractures of the lower jaw. 

Some other demonstrations were: two cases of the complete con- 
solidation of the clavicle without the development of osteomyelitis 
when the bone had a defect 6 to 7 cm. in length as the result of a 
gunshot wound (Nikolai Blinov); patients with false articulations 
cured surgically (Prof. Grigory Epstein). Prof. Epstein also in a 
paper on “‘ Operative Treatment of 225 Cases of False Articulation 
in Peace and Wartime ” showed preference for osteoplastic methods 
and objected to the fastening of the bones with metal fasteners. 
The technique of amputations after gunshot wounds in limbs and 
methods of post-operative treatment to ensure the formation of a 
firm stump were dealt with by Prof. Alexander Nadein. He pro- 
posed the use of plaster bandages on the stump after the operation. 
Prof. Vladimir Weinstein read a paper on plastic covering of the 
knee-joint with the aid of the patella. Thus it can be seen that 
Leningrad surgeons show considerable interest in questions of plastic 
surgery. 

Until quite recently a large number of cases were demonstrated 
in which foreign bodies had been removed from the organs of the 
thorax; this year, however, only special cases were demonstrated— 
for example, removal of shell splinters from the right ventricle, 
removal of a bullet from the heart, removal of a foreign body from 
the lungs, and a case in which a metallic foreign body had passed 
through the heart. 

Several papers were read on the treatment of gunshot wounds 
and subsequent osteomyelitis: wound of the hip-joint (Grigory 
Gomziakov), wound of the proximal part of the thigh (Nikolai 
Tseringer), and gunshot osteomyelitis of the pelvis (Prof. Y. Ryvlin). 
The papers were based on the rich material of the Leningrad military 
hospitals and led to very animated discussions, which enabled the 





——— 
society to define its attitude towards these injuries and determine 
indications for resection of the hip-joint and the pelvis. In q Pape 
on \“ lodoform-Vaseline Tampons as a Method of Closing B 
Fissures,”’ read by Prof. Peter Kornev, 650 cases were analysed: mJ 
paper illustrated the advantages of this treatment, which were ‘eal 
firmed by other. surgeons in the discussion that followed. 


Cases of good primary and later treatment of gunshot wo 
were demonstrated and showed the high degree of skill attaineg 
Leningrad surgeons. The papers and demonstrations proved that 
surgery can give back their lives to people who had lost all hope. 





Co 


INTER-ALLIED CONFERENCES ON WAR MEDICINg 


The long series of inter-Allied conferences on war medicine 
held in private under the chairmanship of Sir Henry Tidy at 
the Royal Society of Medicine, came to an end on July 9, ang 
to commemorate it there was a farewell dinner that evening x 
1, Wimpole Street. This was an informal gathering and moy 
enjoyable. The only neighbouring Ally unrepresented wa 
France, because Col. Vignol and his colleagues had had 
return to Paris on duty. The guests were welcomed on behalf 
the R.S.M. by its President, Surg. Rear-Admiral G. Gordop. 
Taylor, with Mr. J. B. Hunter, hon. treasurer, Mr. R. H. 0,8 
Robinson, hon. secretary, and Mr. Geoffrey R. Edwards, th 
secretary. Besides the representatives listed below the dinner 
was attended by Sir Alfred Webb-Johnson, P.R.C.S., Mr 
Eardley Holland, P.R.C.O.G., and Mr. H. S. Souttar, Presiden 
of the B.M.A.; Lord Horder, Sir Ernest Rock Carling, Sir 
Francis Fraser (Director-General E.M.S.), Dr. Geoffrey Evans, 
Dr. D. P. O’Brien of the Rockefeller Foundation ; and the 
editors of the Lancet and the British Medical Journal. Sir 
Henry Tidy took the chair and recalled the many valual 
discussions that had taken place at 1, Wimpole Street on 
application of medicine to the organization of medical servi 
for war, mentioning dryly the acute differences of opinion tha 
arose and the lessons that might be drawn from them. 
meetings, he said, had fulfilled their object. He paid tribu 
to Col. Gallemaerts for his initiative in the matter and 
Brig.-Gen. Elliott Cutler for his later services; also to Mr 
Edwards for organizing the conferences, to the R.S.M. for i 
hospitality, and to the medical heads of the Services for arrang: 
ing the discussions. Surg. Rear-Admiral Gordon-Taylor spok 
eloquently of the medical services of the Allies and of 
friendships forged by these meetings. Group Capt. Fiumel 
briefly acknowledged the toast of the guests, Brig.-Gen. Cutler 
(as Major-Gen. Hawley’s deputy) distributed a double handful 
of bouquets to various inter-Allied colleagues, and Col 
Gallemaerts also spoke in reply. 5 








Representatives at the Farewell Dinner 


Canada.—Major-Gen. R. M. Luton, D.G.M.S. Brig. J. H. Palmer. 

Ausiralia—Brig. W. A. Railes. 

New Zealand.—Brig. J. M. Twhigg. 

Great Britain —Surg. Vize-Admiral Sir Sheldon Dudley, D.G.MS, 
R.N. Lieut.-Gen. Sir Alexander Hood. D.G.A.M.S. Air Marshal 
Sir Harold Whittinsham, D.G.M.S., R.A.F. Lieut.-Gen. Sir Ernest, 
Bradfield. India Office. Major-Gen. A. G. Biggam. Major-Gen. 
D. C. Monro. Brig. J. M. Macfie. Col. D. A. O. Wilson. Af 
Vice-Marshal C. P. Symonds. Brig. H. L. Marriott. 

Belgium.—Col. Victor Gallemaerts. 

Czechoslovakia.—Lieut.-Col. Mahler. 

Norway.—Surg. Cmdr. G. Finson. 

Holland-—Major W. Van der Sluys. Surg. Capt. V. M. J 
Kettlitz. : 

Poland.—Group Capt. A. Fiumel. Surg. Cmdr. B. Danielowica 

U.S.A.—Brig.-Gen. Elliott C. Cutler. Capt. C. J. Brown (U.S.N) 
Col. W. S. Middleton. Col. Ellis. Col. Harry G. Armstrong 
Col. Lloyd Thompson. 


am _~ . -_— 


J. H. Press, E. L. Shlevin, and A. P. Losen (Ann. intern. Med. 
1945, 22, 546) record their observations on a series of 96 cases oi 
sporadic infectious mononucleosis seen at the Jewish Hospital 
Brooklyn, over a ten-year period. The diagnosis of infectious mone 
nucleosis is in order in the presence of a suspected clinical pictur 
when the blood findings are positive. A positive Paul-Bunnell te 
is strongly indicative of the disease, but its absence does not exclud 
the diagnosis. 
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Britain, 1943 (with Observations upon Serum Protein Levels).” 


At the request of the Ministry of Health the Medical 
Research Council undertook to obtain evidence as to the 
nutritional state of the people of Great Britain in the 
fourth year of war. The Council appointed a special com- 
mittee to consider the problem, recognizing from thé outset 
that the nutritional state of an individual or a community 
depends not only on the availability of foodstuffs but 
also on hygienic, sociological, and psychological factors. 
Although it is clear that no single examination can provide 
a complete measure of nutritional state, it is known that 
long-continued deficiency in iron will affect the haemo- 
globin level and that long-continued deficiency in protein 
will tend to affect all the proteins of the blood. The com- 
mittee therefore decided to institute a co-ordinated series 
of investigations of haemoglobin and protein levels in the 
blood of representative samples of the population. The 
results which have now been published! should give legisla- 
tors, physicians, and workers in the social sciences much 
to consider, and it is to be hoped will stimulate them to 
constructive action. 

Haemoglobin estimations were made on 13,000 adults 
and 3,000 children in various social and occupational 
groups by the Haldane-Gowers technique, for reasons dis- 
cussed at length in the report. These data have been sub- 
jected to statistical analysis, and-.an attempt has been made 
to compare the results (a) with levels previously regarded 
as normal, and (5) with levels obtained in similar surveys 
made both before the present war and since the onset of 
rationing in 1940. Only results obtained by the same 
method as that used in the present survey were employed 
in this comparison, but in many instances the instru- 
ments were not available for standardization, and previous 
workers had often failed to make it clear that in selecting 
their groups they had appreciated the many physiological 
factors which may affect haemoglobin levels. Their results 
are therefore not always easy to interpret. For these 
reasons the committee feels, on the evidence available, 
that it is unjustifiable to accept a normal mean for any 
group in the community except men. Taking all the facts 
into account, it concludes there is no greater degree of 
anaemia present in the survey groups than there was in 
the limited pre-war samples and in groups studied in the 
first years of the war, and that in certain groups, notably 
pregnant women, there is probably less. Though the results 
Suggest, then, that in the group studies the incidence of 
anaemia has not increased, thus agreeing with other pub- 
lished results for 1943 and 1944, they also indicate that 





1M.R.C, Special Report Series No. 252. ‘Haemoglobin Levels in Great 
Part I. On 


moglobin Surveys. H.M. Stationery Office, 2s 


there is still an undue amount of preventable anaemia 
which may be due to lack of haemopoietic factors, 
especially iron in the diet. This anaemia is found par- 
ticularly in infants and young children, pregnant women, 
housewives, and certain occupational groups, especially a 
group of factory workers and agricultural workers. Serum 
protein estimations were made on 353 blood donors, who 
may be taken as a fair random sample of the population 
according to other evidence contained in the report, and 
on 100 Canadian soldiers taking the British Home Service 
ration. The mean level for the 353 English donors was 
significantly lower than that of the Canadian soldiers. It 
is tentatively suggested that the difference observed between 
the two groups is dependent upon the difference in animal- 
protein intake in the diets. 

In discussing these results the committee accepts the 
possibility that the higher iron content of national bread 
may be responsible for the rise in haemoglobin observed, 
but states that the available evidence makes this conclusion 
indefinite. Other factors, such as the animal-protein level 
of the diet, may be of equal importance, but it is suggested 
that any future proposal to change the bread supplied to 
the community should take cognizance of its possible effect 
on haemopoiesis. The committee concludes: “ An effort 
should be made to reduce the considerable proportion of 
low levels of haemoglobin which some groups still reveal— 
e.g., young children, pregnant women, and persons at the 
lower economic level.” This report illustrates in a striking 
way, quite apart from the interest of its immediate findings, 
the need for the closest future collaboration of medicine 
with the social sciences if the solution of many problems 
essential to the well-being of the community is to be found. 
Why, for instance, is the haemoglobin level of agricultural 
workers so much lower than that of London policemen 
and higher-grade civil servants? Why were low figures 
found in a group of textile workers? The answer must 
surely lie in social and economic factors, and for their 
proper elucidation medicine must look for help to the 
social scientists. What is true of nutrition is also true of 
other medical problems, such as sickness absenteeism in 
industry. 





THE VESICO-VAGINAL FISTULA | 

In recent months a number of publications have appeared 
concerning the treatment of vesico-vaginal fistulae. This 
injury is now rarely seen in this country, but in parts of 
India, Africa, and other lands where midwifery services are 
undeveloped it is still an all-too-common sequel of difficult 
labour. Sir J. Y. Simpson spoke of it as “ the most depress- 
ing and deplorable of all infirmities to which woman is 
liable, a condition looked upon as beyond all relief and 
help.” Long years ago Marion Sims and other workers 
broke this conception, but in spite of their work the con- 
dition to this day retains more than a little of its sinister 
reputation. 

There is no doubt that the surgical closure of a fistula 
can on occasions be a “tricky business”; nevertheless, 
many surgeons have considerable success to their credit. 
Mahfouz Pacha,' of Cairo, writing with experience of more 








1 J. Obstet. Gynaec. Brit. Emp., 1938, 45, 405. 
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than 400 cases, reports that, of his last 100, 95% were cured 
by vaginal operation. Schmitz,” Miller,* and Phaneuf* in 
the U.S.A. have all reported a high proportion of successes, 
though their individual series have been much smaller. 
Recently Benion Thomas,° working in India, has described 
40 cases of fistula; 28 of them were treated by vaginal 
operation and 25 cured. Thompson® also has reported 
successful closure by vaginal operation in a high proportion 
of difficult cases admitted to a mission hospital in India. 
At a recent meeting at the Royal Society of Medicine 
Chassar Moir’ presented his results in cases collected from 
different parts of this country, in many of which there had 
been previous multiple operations with consequent exten- 
sive vaginal scarring. In each of 24 cases the fistula was 
closed by vagina! operation, and usually at the first attempt. 
The results of these and other workers leave little doubt 
that the great majority of vesico-vaginal fistulae are capable 
of repair by simple surgical methods and by direct approach 
from the vagina. 

It must, however, be conceded that sometimes a fistula 
is found in so difficult a situation or surrounded by so 
much scar tissue that further attempts at local closure 
must be abandoned. In these circumstances the operation 
of transplantation of the ureters—first performed by Stiles, 
of Edinburgh, on infants suffering from ectopia vesicae— 
must be considered. It is surprising how little this drastic 
alteration of human physiology does in fact upset the 
patient: the person concerned is usually able to lead a 
normal life with full control of the rectum—now changed 
to cloaca. Grey Turner*® has recorded the late history 
of many such patients, most of whom have continued to 
enjoy excellent health for years. In our present issue 
Douglas reports 11 such operations for irreparable vesico- 
vaginal fistula, and comments on the gratitude of the 
patients for the relief they have obtained. His notes on 
operative technique will be read with interest by those who 
may have to perform the operation. 

But there is another side to the picture. 
of ureterocolostomy is by no means negligible. Murray 
and Ahmed,’ writing with experience in India, report 
that, of 65 patients, 14 (21.5%) died after the operation. 
Roberts,'® working in Nyasaland, performed the operation 
in 90 cases with an immediate mortality of 12.2%, though 
in 41 cases in which the Coffey No. 1 operation was per- 
formed in two stages there was only one death. Douglas, 
too, in his present series reports two deaths from peritonitis 
in eleven cases. Those statistics refer to immediate deaths 
only. A few later fatalities from pyelo-nephritis are inevit- 
able, though not many surgeons in this country would go 
so far as Mahfouz Pacha when he says “ few patients sur- 
vive the operation more than three years.” Possibly the 
prevalence of bilharzial and other infection adds to the 
danger of the operation in certain tropical or subtropical 
countries. It is clear, therefore, that great judgment must 
be exercised in selecting cases for the formidable operation 
of ureterocolostomy. When a fistula is truly irreparable it is, 
however, the patient’s only hope. By it alone can prospect 
be given of something happier than a life of semi-seclusion, 


The mortality 





2 J. Amer. med. Ass., 1934, 104, 1214. 

3 Amer. J. Obstet. Gynec., 1942, 44, 573. 

4 Amer. J. Surg., 1944, 64, » 

5 J. Obstet. Gynaec. Brit. Emp., 1945, 52, 262. 
6 Ibid., 1945, §2, 271. 

? British Rotice’ Journal, 1945, 1, 850. 

8 Ibid.. 1943, 2, 535. 

9 J. Obstet. Gynaec. Bru. Emp., 1943, 50, 347. 
10 Ibid., 1944, 51, 519. 





of physical discomfort, and of constant embarrassment in 
the presence of strangers, that is otherwise the woman’s lot, 

For most surgeons the vesico-vaginal fistula is so rare an 
encounter that experience in the technique of plastic repair 
of the bladder and vagina is hard to gain. Yet, perhaps 
more than in any other comparable operation, it is of 
paramount importance that the patient should be treated on 
sound lines from the first. Schmitz has expressed himself 
forcefully in this matter : 

“One of the greatest causes of failure in fistula operations 
must be attributed to a lack of understanding of the problem 
involved by the person who first attempts to close the open- 
ing. The percentage of bad results mounts rapidly after 
each attempted closure. Undue haste in operating and lack 
of willingness to. work out slowly and painstakingly each bit 
of tissue needed contributes to failure. . . . The time to close 
the fistula is at the first sitting, and all vanity and professional 
squeamishness should be set aside to the end that a case of 
this kind may get into the proper hands from the very begin- 
ning and not after an unsuccessful attempt to close has 
seriously jeopardized the patient’s chances of prompt and 
complete recovery.” 


These words must be taken to heart by anyone in general 
or in special practice who may be called upon to give advice 
to a patient unfortunate enough to suffer from this distress- 
ing condition. 








THE BRITISH COUNCIL’S MEDICAL 
DEPARTMENT 


The British Council, which now celebrates its tenth anni- 
versary, has steadily built up a wide range of services in 
the medical field. The work of the Medical Department 
is directed to promoting knowledge over-seas of medical 
science in Britain, and facilitating contact between the 
medical professions of this and other countries. It issues 
the British Medical Bulletin at. approximately monthly 
intervals. This contains original articles, abstracts, books 
reviews, and lists of the contents of current British medical 
and cognate journals. There are editions in English, 
French, Spanish, Portuguese, and Turkish, but circulation 
has hitherto been restricted to medical editors, teachers, 
investigators, and libraries. In 1944 arrangements were 
made for a limited number of copies to be available by 
subscription in this country, and this method of distribu- 
tion is being developed in several places abroad. The 
Council acted on the suggestion of a distinguished Swedish 
professor of medicine that the English edition should be 
reprinted in Stockholm. The Turkish edition is produced 
from the Council office at Ankara, and the Turkish Minis- 
try of Health has helped in its distribution. 

Requests for copies of papers (reprints or photostats), 
bibliographies, and general information on a wide variety 
of medical subjects are received in increasing volume, and 
now form an important part of the work. Exchanges 
between British and foreign medical journals are arranged, 
and British medical books and journals are supplied to 
Oversea medical libraries. Arising out of these services 
many requests come for small supplies of new drugs for 
research purposes, and for new or improved types of 
medical instruments and apparatus of British manufac- 
ture. Wherever possible the Department obtains samples 
of drugs, sometimes not yet commercially available, for 
interested research workers, and may even act as inter- 
mediary for the purchase of equipment and apparatus by 
oversea medical men and institutes. It also acts as an 
agent for the supply to foreign laboratories of standard 
bacterial cultures, sera, etc. A start has been made on a 
programme of medical films, with commentaries in several 
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languages, intended primarily for oversea medical audi- 
ences. Two—* Surgery in Chest Disease” and “ Accident 
Service *"—have been widely shown in this country also. 
A small committee views existing medical films, most of 
which are amateur 16 mm. productions made by surgeons 
or others interested in the application of cinematography 
to medical teaching. 

Medical visitors come sometimes as the guests of the 
Council, sometimes at their own expense, and programmes 
are arranged for them in consultation with suitable experts 
and professional organizations. Recently there have been 
such visits by a professor of public health and a surgeon 
from Portugal, three Turkish members of a medical mission 
appointed by the Turkish Ministry of Health, and medical 
missions from France and Belgium. Medical graduates 
are now in this country as British Council scholars from 
France, Belgium, Turkey, Portugal, and Argentina. Study- 


. programmes are arranged for them, and contact is main- 


tained with them during their stay. Visits abroad by dis- 
tinguished medical men are sponsored by the Council. 
These involve the delivery of lectures and informal con- 
tacts with representatives of the medical profession abroad. 
In 1943 the Council and the Medical Research Council 
jointly sponsored a British surgical mission to the U.S.S.R., 
which was later extended to become an Anglo-American- 
Canadian mission. 

The Medical Department, under Dr. N. Howard Jones, 
is a unit in the Science Department, advised by a 
science committee whose chairman is Sir Henry Dale. 
Sir Edward Mellanby is chairman of the medical panel. 
Individual experts in various subjects are often consulted— 
whether on a request for information, the making of a film, 
matters in connexion with the Bulletin, or a programme 
for a medical visitor—and their willingness in most cases 
to give of their wealth of special knowledge has been most 
encouraging. Such outside collaboration is essential to the 
work of the Council, whose function is not so much to 
provide technical information as to act as a channel through 
which the knowledge and opinions of experts can be 
obtained S cgieee ee 

FOLIC ACID 

Folic acid, so called because it occurs in green leaves, is 
one of the most recently discovered members of the 
vitamin B complex. It was originally defined as the active 
principle required for the growth of the micro-organism 
Str. lactis R. under specified conditions.' The substance 
has not yet been identified chemically, though its empirical 
formula is known and much of its chemistry has been 
worked out.’ It is acidic in nature, contains nitrogen, and 
has a molecular weight of about 500. It has been suggested 
that folic acid is chemically related to xanthopterin, the 
yellow pigment in butterfly wings, because the absorption 
spectra of the two compounds are similar, and xanthopterin 
incubated with liver tissue produces folic acid. More 
recent work, however, identifies it with vitamin B , also 
known as the chick anti-anaemic factor, which is present 
in liver and yeast. Until pure folic acid becomes generally 
available much of the work already done on it will need 
confirmation, as hitherto this has been done mostly with 
concentrates containing the substance. 

Folic acid has in minute quantities a powerful growth- 
stimulating action on normal cells, and is a growth factor 
for rats, dogs, pigs, and certain bacteria. It inhibits tumour 
growth.* Recently it has been reported* that complete 
regression of breast cancer in mice occurred in 43% of 
the affected animals treated daily with 5 ug. of folic acid. 
No tumours regressed among control mice not treated with 


1 Proc. nation. Acad. Sci., 1941, 27, 1. 

2 J. Amer. chem. Soc., 1944, 66, 271. 

3 Proc. Soc. exp. Biol., N.Y., 1944, 55, 204. 
4 Science, 1945, 101, 46. 





folic acid. Certain animals, including the rat, can synthe- 
size folic acid in the intestine ; this is probably effected by 
the agency of the coliform bacteria of the gut, for it is 
inhibited by the bacteriostatic action of such sulphon- 
amides as succinylsulphathiazole and sulphaguanidine.* 
There is some evidence that folic acid is associated with 
haemopoiesis. The anti-anaemia properties of liver con- 
centrates for the chick have been recognized for some 
years, and the active principle in liver has now been identi- 
fied with folic acid. It has been shown that the granulo- 
cytopenia, leucopenia, and anaemia produced in rats 
receiving sulphonamides in purified diets can be prevented 
by administering folic acid, the level of which falls con- 
siderably in the liver when these drugs are given.’ Folic 
acid probably acts by stimulating the bone marrow rather 
than by directly inhibiting the sulphonamides, as it 
can prevent and correct the granulocytopenia sometimes 
observed in rats fed on purified diets without the sulphon- 
amides.* It has been suggested that folic acid and biotin, 
another member of the vitamin B complex, are essential 
for making use of pantothenic acid and vitamin K. It is 
not known whether folic acid is essential for human nutri- 
tion. So far not enough pure folic acid has been available 
to test its curative effect in any of the nutritional syndromes 
seen in man. The human excretion of folic acid is very 
low—about 10 »g. daily—compared with the average daily 
intake of 1.4mg. The significance of this is quite unknown. 








INSULIN FOR DELIRIUM TREMENS 


Delirium tremens is a serious illness. According to Piker 
and Cohn® its mortality when treated by the standard 
methods is about 5%. Once the patient can be got to 
sleep for 6 to 7 hours he is usually well on the way to 
recovery. He generally receives, therefore, not only plenti- 
ful fluids but also fairly heavy sedation by such relatively 
safe drugs as paraldehyde. Unfortunately, however, alco- 
holics are more than usually tolerant of this drug, and it 
may produce not the desired sleep but only increasing rest- 
lessness. The clinical state of the patient can be mild or 
very severe ; on an average the length of stay in hospital 
has to be about five days. Considerable improvement on 
these figures has been claimed by several authors'®-'* who 
employed insulin therapy. The injection of insulin may 
be followed almost immediately by giving glucose; but 
according to Tillim the best results are obtained when the 
patient does not receive it until after 2} hours, which he 
has spent in a soporose state, perspiring freely. The dose 
of insulin is determined empirically, but will as a rule be 
from 40 to 80 units. If the initial dose is insufficient to 
produce a soporose state in an hour a second injection can 
then be given intravenously. If the patient shows signs 
of going too deep the insulin may be “ fractionally” 
neutralized by 5 to 10 grammes of glucose intravenously. 
Throughout the treatment he should be supplied with 
plenty of water to drink, and after it a large meal, for 
which he will have an excellent appetite. As a result of 
this he becomes much more composed, and at night will 
sleep with only a small dose of nembutal or other suitable 
hypnotic. One to four such treatments, of which two may 
be given in twenty-four hours, usually suffice for complete 
recovery. The average stay in hospital is halved. 

Tillim has also reported good results with this method 
in the treatment of opiate-withdrawal states. It is interest- 
5 J. Nutrit., 1943, 25, 555. Nie i 

6 Science, 1943, 97, 404. 

? Publ. Hith. Rep. Wash., 1943, 58, 1542. 

8 Proc. Soc. exp. Biol., N.Y., 1945, 58, 46. 

9 J. Amer. med. Ass., 1937, 108, 345. 

10 Robinson, G. W., J. Kans. med. Soc., 1937, 38, 463. 

11 Strecker, E. A., and Rivers, T. D., Penn. med. J., 1942, 45, 601. 

12 Wortis, J., Bowman, K. M., and Goldfarb, W., Med. Clin. N. Amer., 1940, 


24, 671. 
13 Tillim, S. J., Amer. J. Psychiat., 1944, 101, 396. 
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ing that insulin was first used in the treatment of with- 
drawal symptoms in morphine addiction by Sakel about 
fifteen years ago, and his observations led him to try 
insulin in schizophrenia, where it is pushed to the point of 
producing coma. So-called modified insulin treatment 
(Sargant and Craske,'* Sands'*) is in practice the same as 
the method employed by Tillim, and no coma but only 
sopor is produced. It has proved very successful in this 
war in treating neurotic reactions among battle casualties, 
especially those that occur in a setting of physical exhaus- 
tion. The biochemical bodily changes induced by hypo- 
glycaemia seem to be of benefit, therefore, in clinically very 
different states. It is time we knew more of their nature 
and by what paths they bring about their results. 


LUMBAR GANGLIONECTOMY 


After the long period during which we have been unable 
to keep in touch with the activities of French surgeons it 
is good to read a communication made by Leriche to the 
Académie de Chirurgie'* upon the results of 800 lumbar 
ganglionectomies, and to find that the ardour and enthu- 
siasm which we have come to associate with his work and 
writings are apparently unabated. The largest and most 
interesting groups are those in which the operation was 
performed for obliterative arteritis, arterial hypertension, 
megacolon, and the sequelae of phlebitis. Unfortunately 
all forms of arteritis are grouped together, and the state- 
ment is made that, provided the operation is performed 
early enough in the evolution of the disease, success will 
be achieved. In the earliest stage, when signs of ischaemia 
appear only on exertion, results are good; later, when 
there are symptoms at rest, only half the cases respond to 
ganglionectomy ; and in the final stage of trophic ulceration 
and gangrene it is too late to operate. Some clinicians who 
take a special interest in vascular disease would hesitate to 
accept. Leriche’s rather dogmatic statements about this 
grouping, and from other remarks in this communication 
one can tell that he is not perfectly happy about it even 
in his own mind. He alludes to the causes of the arteritis 
and to the level of the block as matters of some impor- 
tance, without making it clear that they may in fact be pre- 
eminent. . Adrenalectomy, in his belief, is the proper treat- 
ment for thrombo-angiitis obliterans. 

For hypertension Leriche advises on the right side section 
of all the splanchnic nerves with the last two thoracic and 
the upper two lumbar ganglia ; and some weeks later the 
same operation on the sympathetic trunk and splanchnic 
nerves of the left side, plus adrenalectomy. For the after- 
effects of venous thrombosis ganglionectomy may be suc- 
cessful in relieving pain and diminishing or even abolishing 
oedema. With ulceration there is less hope of success, and 
once.again the earlier the operation is done the better. 
When it fails—and it seems to be impossible to predict its 
result with confidence—extensive resection of the throm- 
based vein may yet give relief. For megacolon bilateral 
lumbar ganglionectomy with section of the splanchnic 
nerves on one, usually the right, side is considered the oper- 
ation of choice. A plea is made for further study of the 
anatomy and physiology of the sympathetic system so that 


more limited operations may be effective: Leriche criticizes ° 


the modern tendency to carry out more and more extensive 
resections in order to ensure the destruction of all the sym- 
pathetic pathways along which impulses could possibly 
travel ; for, although these operations carry a small mor- 
tality rate, the needless sacrifice of nerves which must be of 
physiological importance should be avoided. 

In this brief summary of the work of 20 years it has 
obviously been impossible to give proper consideration to 


14 Lancet, 1941, 2, 212. 15 J. ment. Sci., 1944, 90, 767. 
16 Mém. Acad. Chir., 1944, 70, 385. 
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all the observations and impressions which have gone to 
make up the experience amassed in that time by Leriche 
and his collaborators, and we look forward to a full-length 
presentation of all the clinical details in the near future. 


A GREAT ABDOMINAL SURGEON 


The centenary of the birth of Lawson Tait was celebrated 
on June 30 at Birmingham by the University of Birming- 
ham, the Midland Medical Society, and the Birmingham 
Women’s Hospital. Prof. Leonard Gamgee gave a com- 
memorative oration, with particular reference to Tait’s out- 
standing work in. Birmingham, where he settled in 1870 
and was instrumental in founding the Women’s Hospital ; 
there he became an increasingly brilliant operator and 
achieved the sequence of advances in abdominal surgery 
which have made him famous. Robert Lawson Tait was 
born in Edinburgh of Scottish parentage on May 1, 1845, 
and entered as a student of medicine at the University ; 
in 1866 he was admitted a licentiate of the Edinburgh Royal 
Colleges. He assisted Sir James Young Simpson for a 
time and was greatly influenced by the example of James 
Syme, whose habits in surgical work were in contrast with 
the methods and results of most of his contemporaries, 
In Birmingham, as Sir D’Arcy Power wrote in the 
Dictionary of National Biography, Tait soon made a 
name for himself as a bold surgeon, an aggressive enemy, 
and an original thinker. He became F.R.C.S.Ed. in 1870 
and F.R.C.S.Eng. in 1871. Two years later he was awarded 
the Hastings gold medal of the British Medical Association 
for his essay on diseases of the ovaries. It was in 1873, 
too, that Tait performed his first hysterectomy for myoma 
of the uterus. In 1876 he removed a haematosalpinx, and 
thus made the profession familiar with the pathology of 
this condition. In 1879 he did his first cholecystotomy, 
which marked the beginning of the rational surgery of the 
gall tract. In 1883 he first performed the operation for 
ruptured tubal pregnancy, and saved the patient. Lawson 
Tait took a large part in organizing the Birmingham 
Medical Institute and was one of the founders of the 
British Gynaecological Society. By 1878 he had begun 
to express doubts as to the value of the Listerian pre- 
cautions then adopted by most operating surgeons, and thus 
became a leader in the school of aseptic as opposed to 
antiseptic surgery. In the B.M.A. Tait was a member of 
Council, president of the Birmingham Branch and also of 
the Worcestershire and Hereford Branch, and in 1890 gave 
the Address in Surgery at the Annual Meeting in Birming- 
ham. The Medical Defence Union owed much to him. 
He died after a long illness on June 13, 1899. As a surgeon 
(to quote again from D’Arcy Power) he simplified and per- 
fected the technique, and greatly enlarged the scope, of 
abdominal surgery. Consummate operative skill, coupled 
with his power of generalization, enabled him to extend 
the range of uterine surgery and to apply its principles 
to other abdominal organs. 

As part of the memorial ceremony at Birmingham the 
honorary degree of LL.D. was conferred by the University 
on Major-Gen. P. R. Hawley, chief surgeon to the Ameri- 
can Forces in the European theatre of war, and on 
Mr. Eardley Holland, P.R.C.O.G. 





s 





We are again asked by the Central Medical War Committee 
to draw the attention of readers to the urgent need for medical 
officers to serve with a large company operating in the Middle 
East. An advertisement inviting applications for these posts 
appears in our advertising columns this week. The filling of 
the posts is important and urgent, and the Central Medical War 
Committee will most carefully consider the possibility of any 
selected applicants within its jurisdiction being allowed to accept 
them. 
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TEACHING AND PRACTICE OF CHEMICAL 
PATHOLOGY 


A MEMORANDUM BY THE CHEMICAL PATHOLOGISTS OF THE 
LONDON TEACHING HOSPITALS 


The role of chemical pathology in the study of disease and in 
the practice of medicine is of great importance, yet its position 
in the curriculum and in the final examination has not received 
its proper recognition. The Committee of the Chemical Path- 
ologists of the London Teaching Hospitals has met on several 
occasions and has prepared the following memorandum in order 
that the present unsatisfactory position may receive attention. 


The Goodenough Report 


With certain qualifications we agree with the following recom- 
mendations of the Goodenough report. 

(a) Chemical pathology should form a separate department 
in the division of pathology and should be under the direction 
of a professor, reader, or senior lecturer. To this we would 
add that the chemical pathologist should be a full member of 
the medical committee of his hospital. 

(b) Proper assistance and equipment should be provided. 
The staff proposed in the Goodenough report of one depart- 
mental head, one senior lecturer, one resident assistant, two 
demonstrators (one of whom is part time), six technicians, and 
one secretary-typist for a thousand-bed hospital is based on the 
assumption that much of the routine chemical work will be 
done in the department of clinical pathology. If our alternative 
recommendation (see below) on this point be accepted it would 
necessitate some extra staff in the department of chemical 
pathology, which would best be provided by the appointment 
of an additional science graduate, a type of worker whom we 
consider specially desirable in this department. An extra junior 
technician might also be required. If many tests are to be done 
on patients in the laboratory a nurse will be needed. Bench 
space should also be available for research scholars working 
on special problems. 

The selection of suitable technicians for the department of 
chemical pathology is a difficult problem, but we would recom- 
mend that whenever possible they should be of an educational 
standard such that they could read for a scientific qualification, 
and that they should be given every encouragement to do so. 

(c) Undergraduate teaching in chemical pathology should be 
given in the form of a short introductory course at the com- 
mencement of the clinical period, with other lectures and 
lecture-demonstrations spread over the remaining clinical years. 

(d) Proposals for the training of pathologists allow a period 
of three to four years, which are to be divided between the four 
departments. A further period in the special department is 
required by anyone desiring to specialize in one branch. -This 
scheme is well designed to create pathologists with experience 
in all branches to take complete charge of smaller laboratories. 
It is doubtful whether such an arrangement is equally suitable 
for those who intend to specialize in chemical pathology, and 
we would emphasize the importance of making the training as 
elastic as possible, as in fact has been suggested in the Good- 
enough report (chapter 17, para. 34, p. 218). 

There is, however, one main proposal in the Goodenough 
report with which we cannot agree—namely, that which allots 
the “routine ” chemical work to the clinical pathologist. In 
our opinion this arrangement would have the following dis- 
advantages. 

(i) The chemical pathologist would be largely cut off from the 
clinical material which should form the principal source of his 
inspiration, and his teaching of the basic principles and routine 
‘methods would tend to lose contact with current practice. Thus 
if, for example, no routine blood urea estimations were performed 
in his department, both the technique and the interpretation of 
this test would eventually become something remote from his 
personal experience. (ii) The standard of chemical work would 
be lower. (iii) The tendency to specialization in pathology, 
recognized in the report, is inevitable, and it is a retrograde step 
to aim at a type of pathologist who has, by definition, avoided 
specialization. This may be necessary in the smaller hospitals, 
but it-is not an ideal solution for the large teaching hospital. 

(iv) In a hospital of a thousand beds the amount of:routine work 

in haematology and bacteriology will be so large that the addition 

of routine chemical tests would be an excessive burden on 
the department of clinical pathology. (v) The liaison between 


pathologist and clinicians, on which great emphasis is rightly laid, 
will finally depend more upon the growth of a generation of 
clinicians who are interested in pathology than upon the creation 
of a non-specialized pathologist. We are therefore strongly in 
favour of some modification of this proposal such as one of the 
alternatives discussed in the next paragraph. 


Relation of the Routine Laboratory to the Main Pathology 
Departments 

While wide variations in the pattern of organization of the 
pathology division in teaching hospitals may be desirable or 
necessary, the geographical position of the laboratories is an 
important factor in most cases. So far as chemical pathology 
is concerned two principal alternatives are in operation at this 
time : 

(a) The chemical pathology laboratories are all situated in one 
place, which may be in the hospital, medical school, or special 
institute of pathology or biochemistry. In this case we suggest some 
arrangement such as that mentioned in the Goodenough report 
(chapter 8, para. 22, p. 143), whereby specimens and requests arrive 
at a central sorting office with subsequent dispatch to the appre- 
priate department. In such circumstances the specimens are often 
collected by students or house officers, who are responsible for their 
proper delivery. It is important that adequate accommodation 
should be provided in the laboratory for certain special tests on 
in-patients and on out-patients which cannot be done satisfactorily 
in the wards—for example, basal metabolism estimations, and other 
procedures such as sugar-tolerance tests, urea-clearance tests, etc., 
are better carried out in the laboratory. This requires the provision 
of several suitably equipped patients’ rooms, which have proved of 
great value in at least two hospitals where this arrangement is in 
use. It also requires the help of at least one nurse. 

(b) In certain cases another laboratory, suitable for clinical 
pathology, is situated in the hospital, the main laboratories being 
elsewhere. Many routine chemical estimations are then carried out 
in this clinical laboratory—an arrangement which is convenient for 
patients and clinicians but which makes adequate supervision of the 
work more difficult. We suggest that such hospital laboratories 
should be organized by the heads of the departments of bacteriology, 
clinical pathology, and chemical pathology, the director of the 
division of pathology being the responsible administrative officer. 
The chemical pathologist should, however, always be responsible for 
work of a chemical nature which might well be undertaken by a 
specially appointed senior member of his staff. 


Liaison between’ Chemical Pathology and Pre-clirtical 
Biochemistry 


As will be seen in our recommendations on the curriculum, 
we recommend that detailed practical instruction should not 
be given during the years of clinical study, so that it is desirable 
that pre-clinical instruction should include methods actually 
used in chemical pathology. For this reason the person respon- 
sible for the department of chemical pathology in a medical 
school should attend staff meetings of the pre-clinical bio- 
chemical department of that school, where this exists. Where 
the school does not possess a pre-clinical department other 
means should be adopted of effecting a close liaison between 
the department of chemical pathology and the biochemical 
department in which the students have received their pre-clinical 
instruction. It is important that there be continuity in the 
teaching of chemistry and biochemistry throughout the students’ 
career. 


Curriculum 


We propose the following curriculum, which is based on the 
assumption that a total of 24 hours’ instruction during .the 
clinical period should be adequate. 


(i) An introductory course of six hourly periods, early in the 
first clinical year, dealing with the general principles and including 
instruction on the collection of specimens and on urine testing. 
In hospitals where all students serve as clerks in pathology and 
are personally instructed in these matters, this course could be 
omitted. 

(ii) A general course of 18 hourly periods during the second 
and third clinical years, covering the whole subject of the applica- 
tion of chemical methods to clinical problems. 

(iii) A limited number of lectures on special aspects and recent 
advances given during the pre-registration year. 


It is recommended that, while detailed practical instruction 
should not be emphasized during the years of clinical study, 
facilities should be provided for students to acquire some prac- 
tical experience. 
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Examinations 


An analysis of some questions set in the final pathology 
papers during a period of more than 10 years gives the follow- 
ing results : 














25 


- ; | ‘ ‘ 
—" No. of Questions; No. Entirely No. Partly 
Examination Analysed Chemical | Chemical 
es ee” eee 8 24 
MRCS... LRA.C.P, .. 281 | 16 


In the M.B., B.S. examination a complete absence of entirely 
chemical questions was noted over a particular 4-year period. 
In our opinion this position as a whole is discouraging to the 
teachers and is not in line with the importance of biochemistry 
in current medical practice. We therefore recommend that in 
every examination of pathology chemical pathology should 
receive representation equal to that accorded to the other three 
branches, and that the chemical questions should be set by a 
chemical pathologist appointed to the board of examiners for 
that purpose. If the pathology examinations become internal, 
as recommended in the Goodenough report, there would be 
no difficulty in arranging for the chemical question to be marked 
by the chemical pathologist, who should also take part in any 
practical and viva voce examinations. 


Summary 

The recommendation of the Goodenough report whereby the 
clinical pathologist undertakes the routine chemical work in teach- 
ing hospitals is criticized and some alternative proposals are offered. 

A closer liaison between the pre-clinical biochemical and chemical 
pathology departments of medical schools is advised. 

An outline of a curriculum has been prepared. 

We recommend that in every examination of pathology chemical 
pathology should receive representation equal to that accorded to 
the other three branches. 








ROYAL COLLEGE OF SURGEONS MUSEUM 
GIFT FROM THE WELLCOME TRUST 


The letter printed below, offering £80,000 towards the cost of 
extending the museum accommodation of the Royal College 
of Surgeons of England, has been sent to the President of the 
College by Sir Henry Dale, P.R.S., chairman of the Wellcome 
Trustees. 


Dear President, 

When you were good enough to put before the Wellcome Trustees 
the plans for restoration and rebuilding which had been made for 
the Royal College of Surgeons, we explained to you that the 
particular item of the activities of the College which, under the 
terms of our Trust, we were entitled to consider as suitable for a 
grant in aid of the proposed rebuilding and extension, was the 
great service which the Royal College has so long rendered to 
surgery, and to a much wider range of medical and scientific know- 
ledge, by the maintenance of its historic and world-famous museums 
of human and comparative anatomy and pathology. As we also 
then informed you, one of the clauses of the will of the late 
Sir Henry Wellcome, creating the Trust which we administer, 
empowers us to make grants for the foundation or extension of 
museums dealing with medical science or research, provided that 
any such foundation or extension is suitably associated in its title 
with the name of the testator. 

We have now had further opportunity of considering the general 
plans which you put before us, together with the report by a member 
of our Trust, Mr. Martin Price, F.C.A., and have decided to offer 
to your rebuilding fund a sum to be applied to the construction 
and equipment of the three new museum floors which, in the plans 
which you showed us, were to be superimposed on a great hall in 
a new wing of the College. You mentioned upper and lower limits 
for the estimated cost of these three museum floors, from which 
we judged that a sum of £80,000 should be sufficient to enable the 
Royal College to undertake this extension of its museum accom- 
modaticn. This is, accordingly, the sum which, on that assumption, 
we have decided to offer to your rebuilding fund. 

As already mentioned, we are obliged by the terms of our Trust 
to make the offer conditional on the willingness of the College to 
associate the name “ Wellcome” in some appropriate manner with 
the museum extension for which the gift would provide. We be- 
lieve that there will be no difficulty in this, in view of the fact that 
Sir Henry Wellcome was himself an Honorary Fellow of the Royal 


ae a 


College of Surgeons, and that he was himself directly responsible 
for the creation of important museums of the history of medicine 
and of medical science, which are still maintained by the Wellcome 
Foundation Ltd. 

The Wellcome Trustees venture to hope that the accepiance of 
their offer by the Royal College of Surgeons will result in increased 
and progressive opportunities for friendly interchange between the 
museums of the Royal College and those to the creation and develop. 
ment of which Sir Henry Wellcome devoted so much of his interest 
in the later decades of his life-—Yours sincerely, 

H. H. Date, 


July 9, 1945. Chairman of the Wellcome Trustees. 


The Council of the Royal College of Surgeons, at its meeting 
on July 12, received the offer of support from the Wellcome 
Trustees with great gratification, and decided to name one wing 
of the new buildings the “Sir Henry Wellcome Wing.” It 
was particularly pleased to have his name identified with the 
College—not only on account of this munificent gift from the 
Trust but also because of its appreciation of Sir Henry Well- 
come’s great contributions to medical education and research, 
The Council was also-glad of the opportunity thus afforded 
for close liaison between the museums of the Royal College 
and the great museums maintained by the Wellcome Founda- 
tion. This gift brings the amount so far received to £122, 
towards the total of £250,000 required to complete the restor- 
ation and development of the College. 





WORK OF THE LISTER INSTITUTE 


The report of the governing body of the Lister Institute of 
Preventive Medicine, above the signature of its chairman, Sir 
Henry Dale, P.R.S., covers only a dozen pages, but it reviews 
a large number of continuing studies by the staff in the patho- 
logical, biochemical, biophysical, and nutritional fields. Some 
of the work done under the auspices of the Institute has been 
recorded during the past year in the pages of this Journal—the 
work of Ellinger and others on nicotinamide and of MacLennan 
and Macfarlane on the treatment of gas gangrene. 

Work on the typing of typhoid, paratyphoid, and food-poison- 
ing bacilli with the Vi bacteriophage has been continued, and 
during the year one further Vi-phage type of the typhoid bacillus 
has been added to the list of new types or sub-types previously 
identified in the British Isles. The number of known Vi types 
or subtypes of the paratyphoid B bacillus indigenous to Britain 
remains five, but it is becoming apparent that hitherto unknown 
phage-types of typhoid and paratyphoid B bacilli are being 
introduced from abroad. Further progress has been made with 
the typing of Bact. typhi-murium, one of the most common 
causes of food-poisoning in this and in many other countries. 
Nine different Vi-phage types of this organism have been identi- 
fied so far, and their epidemiological significance has been con- 
firmed in all these outbreaks which have been investigated up to 
the present time. But the practical value of the bacteriophage 
typing of this organism is not as great as that of the typing of 
typhoid and paratyphoid B bacilli. Strains of the bacterium are 
often found to be devoid of the Vi antigen and cannot be typed 
by the bacteriophage method. 

Two workers at the Institute have made some observations 
on the cardiac hypertrophy in the rabbit induced by an arterio- 
venous anastomosis. Following such an anastomosis, the weight 
of the heart in many instances is doubled. If the anastomosis 
is removed when the hypertrophy has been established for 
about two months, the weight of the heart quickly returns to 
a normal value, indicating that the hypertrophy produced by 
such an anastomosis is physiological in type. In certain 
animals, however, the hypertrophy does not disappear, sug- 
gesting that it may be pathological, and the matter is being 
investigated further. 


Vaccinia Virus Studies 


Pooled samples of serum from recently vaccinated persons 
have been examined to determine the time after vaccination at 
which the highest titres of virus-neutralizing antibody can be 
obtained. These tests indicate that the most potent sera are 
likely to be obtained during the third and fourth weeks after 
vaccination, but that no marked fall in potency occurs up to 
the end of the sixth week. The observations were undertaken 
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ya prel.minary to the collection of such serum and its storage 
ig the dried state for therapeutic trial in the complications fol- 
jpwing vaccination, and possibly in smallpox. 
A number of biochemical and biophysical studies are set out 
ig the report, none the less interesting because in most cases 
jefinite results have not as yet been achieved. One practical 
jevelopment has been the elaboration of a tray-type drier 
apable of reducing the solid content of 5 litres of fluid to a 
powder of the same apparent volume and a residual moisture 
ontent of 2% in 15 hours. An indication of the optimum 
operating conditions for this plant has been obtained by a study 
of the drying of calcium penicillin, human plasma, and human 
nilk. On the basis of this experience a large-scale plant has 
yeen erected by Imperial Chemical Industries at Manchester 
for the drying of penic.llin. 

Nutritional Studies 
Some further work has been done at the Institute on the 
potato. A definite deterioration in the nutritive value of the 
sitrogenous constituents was found to occur when potatoes were 
sored for several months in a clamp; this was less marked 
when storage took place in a chamber with temperature con- 
trolled at 5° C. Study has been continued of the potato pro- 
in tuberin and the non-protein nitrogenous materials in the 
expressed juice. Evidence has been obtained of the existence 
of an additional unrecognized protein, but so far separation has 
not been effected. In connexion with the vitamin-A content of 
potatoes it has been found that rats can survive indefinitely with 
no, or very slight, skin lesions of vitamin-A deficiency, on a 
diet composed almost wholly of potato and with no other source 
of this vitamin. 
A human experiment on deprivation of vitamin A, which 
began in July, 1942, at Sheffield, was concluded last year, and 
it was found that some of the subjects showed little evidence 
of depletion after two years of the deficient diet, though others 
had well-marked signs. The whole of the results of blood tests, 
food and faeces tests, and tests for capacity for dark adaptation 
have been tabulated and analysed and are being prepared for 
publication. The long-suffering subjects have been transferred 
to an experiment on the deprivation of vitamin D. 
An experiment on yeast showed that while the proteins in 
dried yeast were much inferior to those of whole wheat, a 
mixture of the two was superior to the latter. The nitrogenous 
substances in domestic “ beef tea” possess no growth-promoting 
value, but when combined with those of white flour they pro- 
vide a mixture whose nutritive value is much superior to that 
of white-flour proteins fed alone. The supplementary action 
which the nitrogenous substances in beef extract and yeast have 
for cereal proteins is thought to be due to the high content of 
these nitrogenous substances in respect of the essential amino- 
acid lysine, in which cereal proteins are relatively deficient. 
A note is appended to the report about the National Collec- 
tion of Type Cultures, which is accommodated at the In- 
stitute’s laboratories at Elstree. During the year under review 
over 4,500 cultures were distributed, and some 200 strains 
lodged for maintenance or investigation. 





ROYAL MEDICAL FOUNDATION OF EPSOM COLLEGE 
Pension, Scholarships, and Grants 

The Council of Epsom College in December will award a France 
Pension of £30 per annum to a necessitous medical man, fully 55 
years of age, who has been registered for five years, and who is in 
need of help. ‘ : 
The Council will also award St. Anne’s Scholarships to girls 
attending Church of England Schools. Candidates must be fully 
9 years of age, and must be orphan daughters of medical men 
who have been in independent practice in England or Wales for not 
less than five years. The value of each scholarship is dependent 
upon the means of the applicant and the locality and fees of the 
school chosen. 

Educational grants will also be available in November from the 
Sherman Bigg Fund for children of either sex. These grants are 
not restricted to orphans, or to members of any| religious denomina- 
tion, but candidates must be of public school age and in need of 
such help. ; 
Available from the Eastes Trust are grants for the relief of 
registered members of the profession of any age, their widows and 
orphans, and educational assistance for daughters or, failing them, 





sons of deceased male members, or for full orphans, one or both 
of whose parents were members of the profession. 

Forms of application for the vacant pension, scholarships, and 
grants can be obtained from the secretary, at the Secretary's Office, 
Epsom College, Surrey, and must be completed and returned by 
Sept. 15. 





- —— 





SCOTTISH MEDICAL WAR COMMITTEES 
Lord Rosebery’s Appreciation 
The Scottish Central Medical War Committee has received the 
following letter from Lord Rosebery, Secretary of State for 
Scotland : 


Dear Professor Sydney Smith, 

At this stage in the work of the Scottish Central Medical War 
Committee, when the emphasis is shifting from the selection of 
medical practitioners for an expanding Navy, Army, and Air Force 
to the rebuilding of civilian services, I feel it is appropriate for me 
to express the Government's grateful thanks for the valuable con- 
tribution to victory in Europe represented by the labour of members 
and officers of the Scottish Central Medical War Committee and 
of Local Medical War Committees throughout Scotland. 

The needs of the Forces reached a high level, and the Government 
relied upon your Committee to allot to each of the civilian services 
such contributions towards meeting these needs as would least 
prejudice the security of the home front. General practice, the 
hospitals, and the public services, as well as teaching, research, and 
other fields, have all yielded up their quotas; and the war against 
Germany has been won without serious dislocation at home. Not 
only the doctors who went away, but also those left behind in 
general practice and elsewhere, have borne a severe burden, and 
to them too I convey the Government’s appreciation and thanks for 
their untiring labours. 

The Committee’s work is not yet done, and I am confident that 
they will tackle the problems of the future with the same energy 
and success as they have tackled those of the last six years. 

Yours sincerely, 


St. Andrew’s House, Edinburgh, 1. ROSEBERY. 


a. 








Reports of Societies 








FOOD AND WOUNDS 


The Nutrition Society held a conference on nutritional factors 
affecting wound healing at the London School of Hygiene on 
May 26, with Prof. J. R. LEARMONTH presiding. 


Protein Loss 


Dr. D. P. CUTHBERTSON spoke first on dietary protein in 
relation to convalescence from injury. Depletion of protein 
after injury had several causes, such as loss of the damaged 
tissues, loss of blood or exudate, loss by atrophy, and loss by 
excessive katabolism, due either to the injury or to superimposed 
infection. Thus the losses during the first 10 days caused 
by a severe burn covering 60% of the surface of the body might 
be assessed at 700 g. in the destruction of the skin and under- 
lying tissues, 600 g. in exudation from the weeping surface, 
700-800 g. through katabolic reaction to the trauma, and 100 g. 
through atrophy. The total loss was therefore more than 2 kg. 
of protein under these headings alone. In addition protein 
might sometimes be lost as the result of coccal infections during 
the first week, and of abundant mixed coccal and bacillary 
infections when the necrotic tissues were separating during the 
second to fourth weeks. Skin grafting might add to the deficit. 

In injuries such as fractures and dislocations of the bones 
no tissues were lost by destruction or exudation, but the excess 
of katabolism, which reached its maximum between the fourth 
and eighth days, was still considerable. Since the days of 
Hunter it had been assumed that the body’s reactions to injury 
worked in the direction of initiating a cure. The increase in 
protein katabolism, which also occurred in fever, probably 
indicated a raid on the protein reserves of the body in order 
to mobilize amino-acids specially required for the process of 
healing. Dietary measures to enable the body to make good 
the protein loss were therefore important. In the uninjured 
subject the katabolism of protein might be reduced by over- 
feeding with either a mixed diet or with extra carbohydrate. 
When the food intake exceeded the metabolic requirement pro- 
tein and fat were stored more easily than carbohydrate, with 
the result that the last was preferentially katabolized. At the 
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height of the katabolic phase after fractures, however, even a 
diet rich in protein and giving 5,000 calories failed to prevent 
a negative nitrogen balance. In serious cases blood, plasma, 
or serum should be administered to make good the loss. There 
was, indeed, no increase in nitrogen excretion in rats which 
had been starved of protein, or in malnourished human sub- 
jects, but this was merely an indication of the failure of the 
healing processes. After injury in normal subjects there was 
often severe anaemia, and appropriate steps should be taken 
if the haemoglobin level fell below 60%. 

At the conclusion of the stage of protein katabolism the 
patient entered a period when through lack of appetite the 
loss of protein might not be made good quickly enough. The 
patient should be encouraged to eat as much as he conveniently 
could, and in convalescence the protein intake should be 
150 to 200 g. a day, with enough carbohydrate and fat to permit 
the maximum anabolism of tissue protein. Milk (particularly 
evaporated), cheese, eggs, poultry, meat, and fish should be 
given to supply animal and cereals to supply vegetable proteins. 
In facio-maxillary injuries the diet might be given through a 
tube as a mash made from blocks of dehydrated food. 
Parenteral feeding must always be regarded as a temporary 
substitute for normal eating, but complete alimentation with 
hydrolysed casein and glucose for as long as 40 days had been 
recorded. Casein hydrolysates were usually prepared in 5% 
concentration with 5% glucose, and care must be taken to avoid 
local thrombosis. Daily doses of aneurin 2 mg., riboflavin 
2 mg., nicotinic acid 20 mg., and ascorbic acid 50 mg., might 
be given if this form of nutrition had to be continued over a 
long period. 

Dr. P. B. Crort described his experiments with Prof. R. A. 
Peters on nitrogen loss after thermal burns. When rats which 
received a diet containing 10% casein and 10% dried yeast as 
sources of protein were scalded with hot water there was an 
increased excretion of nitrogen in the urine, which was main- 
tained for at least 10 days and was accompanied by loss of 
body weight. By raising the casein in the diet to 18.2%, haw- 
ever, both the increased excretion of nitrogen and loss in weight 
were prevented. When the effects of various amino-acids in 
preventing the excretion of nitrogen were examined a supple- 
ment of 1% of methionine was found to be effective, whereas 
other amino-acids were ineffective. It was natural to think 
that the beneficial action of methionine might be exerted either 
because of its high sulphur content or because of some role, 
such as methylation, in the liver. 

Capt. J. A. F. STEVENSON, R.C.A.M.C., in nitrogen-balance 
studies in acute diseases such as influenza, colds, and con- 
junctivitis, had found that protein katabolism was increased 
just as after trauma. In his experience the period of exces- 
sive protein katabolism was followed by a period of anabolism, 
during which the urinary nitrogen fell below normal. While 
the value of maintaining nutrition at a high level during the 
katabolic phase was open to question, the benefit of a liberal 
diet during the anabolic phase was beyond dispute. 

Dr. B. S. PLatt gave an account of his work on the relation 
of diet to the incidence of tropical ulcers. No ulcers were 
found in the population of Newfoundland, but a high incidence 
was found in Barbados, and higher still in Gambia. The dis- 
tribution of dry skin and of “crackled” skin was similar. 
Examination of the diet in the three regions showed no correla- 
tion of the incidence of ulcers with the intake of vitamins, but 
suggested that low protein was a significant factor. The intake 
of methionine in some tropical diets might be only a quarter of 
that in European diets. Dr. DAGMAR WILSON referred to her 
observations in India on the roughening and ulceration of the 
skin found in those leper colonies where the diet consisted 
mainly of rice. Lepers receiving better diets, which included 
milk or in which wheat was substituted for rice, did not have 
these skin abnormalities. 


. Vitamin-C Deficiency 

Drs. J. F. Daniectr, H. B. Fett, and E. Kopicex described 
the histological effects of partial vitamin-C deficiency on 
phosphatase formation in experimental skin wounds. The dis- 
tribution of the enzyme was studied by Gomori’s histochemical 
method, which could be applied to ordinary paraffin sections. 
In the healing of wounds in normal guinea-pigs there were 
two peaks in phosphatase activity. The first reached its height 


oo a 

within a few days after wounding, and coincided with the in 
vasion of the wound with leucocytes. The second peak 
associated with the differentiation of collagenous fibrous tj 
and was usually at its maximum between the twenty-first and 
twenty-eighth days after wounding. In acute deficiency of 
vitamin C the first peak of phosphatase activity was 
affected, but the second was suppressed. Though the wound 
became fully epithelized it was oedematous and haem. 
rhagic, and collagen was either absent or highly abnormal, Ty 
test the effect of partial deficiency of vitamin C, guinea-pig 
were first kept on a scorbutic diet for 9 days and then givg 
graded daily doses of ascorbic acid. Standardized woung 
were made with a rotating knife 24 days after the commen 
ment of dosing, and the animals were then killed 28 days afi, 
wounding—i.e., at about the time of the second peak » 
phosphatase activity. With doses of 5 mg. and 10 mg. bob 
healing and phosphatase activity were virtually normal. Wik 
2-mg. doses phosphatase activity was subnormal, and th 
wound was enlarged, but the intercellular fibres were mop 
numerous and better differentiated than in complete deficiency, 
With doses of 1 mg. or under the wound was filled with spongy 
haemorrhagic material, though both the intercellular materia) 
and phosphatase reaction were slightly less abnormal than jp 
acute deficiency. It was obvious, therefore, that the doses of 
ascorbic acid necessary for the efficient healing of wound 
were many times greater than those necessary to maintaip 
growth or to prevent scurvy. 

Drs. P. D. F. Murray and E. Kopicex dealt with the effey 
on bone repair of partial deficiency of vitamin C. In » 
wounded guinea-pigs partially deprived of the vitamin t 
incidence of hyperostosis was 23%. The muscles were oft 
swollen, with hyperplasia of the connective tissues, an 
ankylosis of the knee-joints was common. Other animals @ 
the same diet were wounded by fracturing a fibula without 
open operation. Hyperostosis was found in 84% of this group 
The callus produced was smaller than in normal animals, an 
the union of the fractured ends was probably delayed. ff 
fractures were inflicted on normal guinea-pigs, and they wer 
allowed to heal before the animals were restricted to diet 
deficient in vitamin C or D, or in both, no evidence of th 
reopening of the callus was detected. 

Dr. Georrrey H. Bourne's paper on the role of vitamin(€ 
in healing wounds was read by Dr. L. J. Harris. Guinea-pig 
were kept for one week on a scorbutic diet, which in som 
groups was supplemented with graded doses of ascorbic acid 
To study the healing of surface wounds two quarter-inch cuts 
were then inflicted, one on each flank. After another week 
the animals were killed, and the excised scars were examined 
both histologically and for tensile strength. With doses of 
0-2 mg. of ascorbic acid the tensile strength increased with 
the magnitude of the dose, but raising the daily dose to 30 mg. 
caused no further improvement. It was clear, therefore, that 
ascorbic acid affected the strength of wounds, that saturation 
of the organism was not necessary, and that loss of tensile 
strength occurred with doses of vitamin sufficient to prevent 
the symptoms of scurvy. Histological studies confirmed that 
the weakening of wounds was essentially due to failure in 
collagen formation. The healing of wounds in bones was in 
vestigated by boring a small hole in each femur with a dentist's 
twist drill, full aseptic precautions being taken. After one 
week had been allowed for healing the animals were killed, 
and the femurs were decalcified and sections of the wounded 
areas prepared. The extent to which the holes had been filled 
up with trabeculae was then studied by an ingenious optical 
method. With graded doses of ascorbic acid the response in- 
creased between the levels of 0 and | mg., but higher doses 
had little further effect. A slightly greater formation of 
trabeculae was observed after dosing with calcium ascorbate 
than with the free acid. 

Dr. J. WATERLOW remarked that according to Dr. Pemberton 
little difference in the tensile strength of wounds could be 
found between normal human beings and vitamin-C-deficient 
volunteers when the lesions were examined 10 days after inflic- 
tion. From Dr. Feli’s sections of guinea-pigs’ wounds, more- 
over, it appeared that the greatest differences between normal 
and deficient animals did not appear until after 21 to 28 days. 
It was rather surprising, therefore, that Dr. Bourne should have 
noticed differences in tensile strength only 7 days after wound- 
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ig. Dr. BERGEL drew attention to the claim of Prof. Campbell 
gd Dr. Cooke that in practical dentistry the administration 
DUS tice, fof 2 Iarge dose of ascorbic acid before the extraction of teeth 
first ang geatly accelerated the healing of the gums. 





ciency off prof. LEARMONTH, in commenting on the work of the con- 
WAS Rotference, stressed the desirability of nutritional preparation of 
1€ Wound patients awaiting admission to hospital for operation. If all 
haemop. gatients could be as well nourished as possible before entry, 
rmal. Tolise hospital would be relieved of responsibility in this respect. 
1IN€@-pigtig hospital the feeding of patients with mixtures of amino- 
1M give} cids might have special value when necessity demanded, but 
Wound} he administration of nutrients by tubes was psychologically 
MMene Fndesirable. The most urgent need was for an improvement 











































ays afer in the ordinary hospital diet. Trained dietitians should be 
Peak in}stached to all hospitals, and should ensure that the food was 
Ng. bo} rot only nutritious and well cooked but in keeping with local 
I. With} jietary customs and tastes. 
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Sr,—Dr. J. H. Hannan (July 7, p. 29) expresses surprise 
that so little attention has been paid to medical research in 
proposals for the health programme of the future. Since the 
only way to impress a point of view is to go on repeating it 
| make no apology for stating that the planning of medical 
research should be on a nation-wide scale. In a letter in the 
Journal of April 22, 1944 (p. 572), I revealed that the financial 
side of medical research was very unsatisfactory. The Medical 
Research Council (M.R.C.), which serves such a useful purpose, 
receives an annual grant of £215,000 from the Treasury. This 
meagre financial support is' hopelessly inadequate. It is up to 
the profession to organize and clamour for more money with 
which to conduct research work. The Government can, of 
course, afford a much larger sum. 

Politicians know very little about medical research, and it 
would be worth while informing them that it has saved 
thousands of lives. Malaria, yellow fever, smallpox, as well 
as other diseases, all bow their heads before science ; and tuber- 
culosis, the venereal diseases, and diphtheria are also gradually 
giving way to the conquering strides of science. They could 
be told that if our great cities were deprived of the protection 
of medical science, civilization would fall back five centuries, 
pestilences would return, and epidemics sweep the country and 
destroy thousands of innocent lives. Medical research by dis- 
covering the vitamins proved that the lack of these essential 
food factors gives rise to such diseases as rickets, scurvy, beri- 
beri, and pellagra. The work that has been done on the general 
hygiene of our city life—the purification of water, the disposal 
and treatment of sewage, the control of food manufacture by 
means of food analysis and inspection, and the detection of 
adulteration, to recall but a few examples—could be mentioned 
to illustrate how science benefits living conditions. The achieve- 
ments of British medicine are great and manifold, and it would 
require someone more competent than I to describe them. The 
miracle is not that so little has been accomplished but that so 
much has been achieved in spite of lack of funds. The latest 
achievement—penicillin—has attracted world-wide attention. 
The work of Sir Alexander Fleming and his school is so well 
known that it hardly needs to be mentioned. 

It is unfortunate that the profession itself has remained aloof 
in political matters and not urged the Government to be more 
helpful in utilizing medical research for solving many of the 
problems which jeopardize health. The attitude of the Govern- 
ment towards medical research is reflected in their meagre 
allowance of less than a quarter of a million pounds per annum. 
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ial If people are to be liberated from the fetters of poverty, 
nflics ignorance, and illness, medical research should be in the fore- 
— front of future planning by the Government. Yet, as Dr. 
ail Hannan has pointed out, little or no attention is being paid to 
saul Tesearch. It goes without saying that diseases should be wiped 
hav ‘ out and medical men mobilized to tackle problems still un- 





solved. Is it not surprising, then, that less money is available 





for research in this country than in either the United States or 
the Soviet Union? 

The M.R.C. represents this country’s efforts to attack the 
most difficult problems of medicine in a planned way. The 
M.R.C., moreover, is the high school for the training of young 
research workers, but at the present time most workers are 
obliged to spend half their time in practice in order to earn a 
living. The young man who has no private income finds it 
difficult to enter upon a career devoted to research. In spite 
of the fellowships offered by the M.R.C. and positions avail- 
able in research departments of universities, where research as 
well as educational work is carried on, many young men have 
to live for years on minimum salaries ihat do not allow them 
to support a family. The M.R.C. is become the important 
planning agency in the field of medicine, and it has amply 
demonstrated the wisdom of having research directed by a 
group of eminent scientists rather than by philanthropists and 
business men who cannot possibly have a sound judgment .in 
medical matters. Medical research is not a luxury supported 
by philanthropic agencies, but it is, on the contrary, the most . 
powerful instrument that the country possesses for ameliorating 
the lot of mankind and ensuring human harmony. 

A difficulty which progressive medicine has encountered, 
particularly during the war, has been the shortage of paper, 
which has made the publishing of medical works very difficult. 
There is now a great shortage of books and literature because 
the demand for books and journals is almost inexhaustible. 
The publication of a medical book should not depend on its 
commercial value; if it is worth being printed—and nobody 
but doctors can decide—the book should be published. Surely 
the Government can allow medical publishers more paper now 
when the need is so great and urgent. A liberal enough allow- 
ance was made to prospective Parliamentary candidates! The 
British Navy, Army, and Air Force played a magnificent part 
in conquering Hitlerite Germany. Now ket us utilize medical 
man-power to make the world a better place in which to live. 
For, to repeat the words that Herbert Spencer promuigated in 
his epigram: “Science is for Life, not Life for Science.”"— 
I am, etc., 


Preston Hall Hospital, Maidstone. GeorceE R. W. N. Luntz. 


Newer Concepts of Breast-feeding 


Sir,—Replying to Dr. Eric Coldrey (April 14, p. 530) it 
strikes me that he wishes to stampede us into thinking that the 
panacea for successful breast-feeding is enthusiasm on the part 
of the mother and strict non-interference. Such advice fails 
hopelessly in actual practice. Most mothers are very en- 
thusiastic to breast-feed, and yet see the countless number that 
fail! The explanation is simply this: in addition to enthusiasm 
it is essential that the mother should be instructed and taught 
how to breast-feed successfully. -Dr. Coldrey completely fails to 
see this vital factor, but instead points an accusing finger at the 
“ sick visitor, the mother, the mother-in-law, neighbour,” etc. 

Let us face the truth. The fault lies mainly with the medical 
profession. The profession has failed to recognize that success- 
ful breast-feeding is not accomplished by enthusiasm alone. 
Lactation is indeed a fine art requiring the closest study. There 
is in breast-feeding, as in everything else, a right way and a 
wrong way. First and foremost it is imperative for the doctor 
to be equipped with a thorough knowledge and clear under- 
standing of the physiology and the clinical aspects of this most 
important subject. To the doctor the mechanism of the 
lactating breast and the nipple in all its variations must be made 
crystal clear. Only then will he be able to enlighten the 
mother and help her solve her feeding problem; only then 
shall we find more mothers breast-feeding successfully. With- 
out such knowledge it is a case of the blind leading the 
blind. 

Fifteen years of close observation of all sorts of methods 
of breast-feeding in an extensive paediatric practice have con- 
vinced me absolutely that the technique I employ and described 
in the Journal (March 31, p. 441) is the easiest, the most 
natural, and the most satisfactory. The newer concepts men- 
tioned are clinically and biologically sound and the modus 
operandi is simplicity itself.—I af, etc., 

M. WITKIN. 


Johannesburg. 
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The Filigree Operation 

Sir,—The Journal of June 9 has belatedly come to hand. 
The relevancy of Mr. Greenwood’s quotation (p. 820) from 
Burke escapes me: is it to be inferred that the present-day 
advocates of the filigree are, like Livy and Virgil, Raphael or 
Michelangelo, to be admired by all the learned, or merely 
that the filigree operation is like the Constitution of England, 
to be venerated if not comprehended? I do not intend to 
judge of the former, and as to the latter I am sure that nowa- 
days the filigree operation is hardly a constitutional, established 
practice. 

I spoke disparagingly neither of the filigree operation nor 
of Mr. Coles’s results, but pointed out that the comparison of 
figures made was unsound on two grounds: (1) Individual 
figures are not comparable with collective figures. Mr. Coles’s 

% cannot be compared with “over 12% representative of 
British surgery as a whole,” nor Mr. Greenwood’s individual 
1% recurrence rate with the collective or group figure for the 
series of Page and McPherson, which were operated upon by 
several surgeons. (2) The follow-ups should be comparable 
and equally searching. In neither Mr. Coles’s nor Mr. Green- 
wood’s series are details given of the percentage of cases 
actually traced and examined or at what intervals after 
operation. 

An ideal follow-up would be fully comprehensive: 100% of 
patients seen and examined, say, 4 years after operation. This 
in unattainable, but naturally the means available for following 
up police cases is likely to lead and did lead to a very high 
percentage being traced. The more cases examined, naturally, 
the more recurrences one finds. The follow-up must be active: 
it is insufficient to rely on patients reporting by themselves or 
sending a postcard—they may be “ bombed out” or dead. 

The filigree operation may be the answer to the hernia 
problem, but I still do not think that the figures available nor 
the comparisons that have been made prove it, or warrant a 
return to an operation considered unsatisfactory in the past.— 
I am, etc., 


J. B. KINMONTH, 
Squad. Ldr., R.A.F.V.R.; Surgical Specialist. 


Effects of Tobacco Smoking on Health 


Sir,—As the smoking of tobacco in this country has increased 
criticism of smoking has decreased, and to-day discussion of 
the facts about the effects of smoking on health is “ not done” 
—i.e., is taboo. 

The majority of people, even medical men, are, however, 
scarcely conscious of the existence of the “tobacco taboo.” 
Smokers repress their thoughts about the ill effects of smoking, 
and thus they observe the tobacco taboo unconsciously ; and 
the compliance of non-smokers, impressed usually at an early 
age, also tends to become habitual and largely unconscious. 
Increased publicity given to matters of health of late years has 
by contrast served to accentuate the rarity of talks, or articles, 
on the effects of smoking on health. 

Although the facts are taboo, rationalizations, even untruths, 
about smoking circulate freely. The fundamental facts are that 
tobacco is a drug, and smoking a drug addiction (more pre- 
cisely, a means of administering a drug of addiction), but these 
are seldom mentioned. Tobacco is spoken of freely—but as a 
luxury ; and smoking is mentioned freely—but as a habit. Drugs 
of addiction are not, however, luxuries, and habit merely 
supplements the main urge to smoke—viz., an inner craving. 
Drug addiction, and therefore tobacco smoking, is a disease— 
an intoxication like the majority of diseases although the 
specific toxins are not bacterial. It is significant that this 
important disease is not referred to in standard textbooks on 
medicine—e.g., Beaumont, Osler, Price, etc.—except as a pre- 
disposing cause of other diseases. 

Recognition of smoking as a disease has been impeded by 
smokers repressing the occurrence of unpleasant symptoms 
following the initial agreeable action of tobacco on addicts. 
Observation and interrogation of over 500 individuals cured 
of smoking has suggested that these symptoms include depres- 
sion, apathy, moral deterioration ; loss of energy, of appetite, 
of weight, and of sexual potency. Smokers only become aware 
of these remote effects as a*rule when smoking has been given 
up, and even then persisting craving for tobacco may cause 


————___ 


them to disregard or make light of their improvement in health, 
The alleged absence or insignificance of such improvement (not 
confirmed by observation) is sometimes advanced to extenuate 


a relapse to smoking. 


responsible.” 


When symptoms cannot be repr 

as in the case of troublesome cough or clearing the throat, 
smokers often rationalize the cause: I have pointed out in , 
previous communication (Johnston, 1942) that they often attyj. 
bute their cough to a variety of causes other than smokj 
and “take all manner of useless medicaments while reject 
and even resenting the suggestion that smoking might be 


In repressing and rationalizing facts adverse to smoking, 
smokers deceive themselves and communicate their deception 
In this respect tobaccoism is clearly a com. 
municable disease, spread by the example, the encouragement 
(e.g., the proffered cigarette), and by the communicated decep- 
tion of smokers (i.e., by “ psychological infection”). The fre. 
quency of references to the comforting action of tobacco (with. 
out any indication of its repressed unpleasant effects), and the 
scale of tobacco advertisements (all of which suggest that it is 
harmless, normal, manly, or attractive to smoke a particular 
brand), give some indication of the volume of deception to 
which non-smokers (and smokers) are exposed. The pandemic 
of smoking to-day testifies to the efficacy of such “ infection.” 

Owing to the resistance of smokers I have been unable up 
to now to ascertain the time lost on account of illness by com- 
parable groups of smokers and non-smokers on an adequate 
scale. Some indication of the total harm caused to health by 
smoking can, however, be deduced from its effects on mortality, 
The following figures were published by Raymond Pearl jn 


to non-smokers. 


1938: 


TABLE I 


The death rate (1,000gx) and survivorship (1x) functions at 5-year intervals, 
starting at the age of 30, of non-users of tobacco, moderate smokers, and heavy 

















smokers. 
—___—. — a 

Age | Non-users | Moderate Smokers | Heavy Smokers 
30 =... | 818 100,000 | 7-86 100,000 | 1689 100,000 
35 “ts 8-78 95,883 9-63 95,804 | 21:27 90,943 
40 10-01 91,546 11-89 90,883 | 23-91 81,191 
45 12:04 86,730 14-80 85,129 | 25-69 71,665 
50 | 15-16 81,160 18-61 78,436 27-49 62,699 
55 | 19-92 74,538 | 23-67 70,712 30:09 54,277 
60 eal 26-73 66,564 30-49 61,911 34:29 46,226 
65 Fs 36°88 57,018 39-83 52,082 41:20 38,328 
70 ‘és 51-69 45,919 52-84 41,431 $2-72 30,393 
75 ni 73-02 33,767 71-28 30,455 72:33 22,388 
Total investigated 2,094 | 2,814 1,905 





Age groups over 75 are excluded by me from Pearl’s table. 


A personal investigation of the smoking of an unselected 
series of men and women of a wage-earning community in 
England in 1936-7 provided the following analysis: 





Total 


TaBLe II 





Moderate Smokers Heavy Smokers 





Non-smokers 
Men 804 89 (11%) 270 (34%) 445 (55%) 
Women 762 | 580 (76%) 151 (20%) 31 ( 4%) 





Heavy smokers smoked more, moderate smokers less, than 10 cigarettes o 
$4 oz. pipe tobacco per day. 


It will be observed (Table I) that the mortality of heavy 
smokers from all causes between the ages of 30 and 45 is mort 
than double that of non-smokers; also that the effects of 
smoking on mortality diminish as age advances. Since 55% 
of our male population and 4% of our female population were 
heavy smokers in 1937 (Table II) and the consumption of 
tobacco in this country in 1944 was 34% higher than in 193), 
it is clear that smoking is, an important cause of mortality and 
that active measures to combat tobaccoism are urgently called 


for.’ 


I should like to express my gratitude to Dr. James L. Halliday, 
Department of Health for Scotland, for valuable criticism— 


am, etc., 
Wallasey. 


Johnston, L. M. (1942). 


LENNOX JOHNSTON. 
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Trichlorethylene in Midwifery 


Sir,—I have read Dr. D. R. Cairns’s letter (June 23, p. 885) 
with interest. His experience with trichlorethylene in mid- 
wifery is similar to mine. However, I think that some caution 
should be exercised, and it is my practice not to use trichlor- 
ethylene in patients who have been on-a very low protein 
diet. This is, of course, to avoid the possibility of liver 
damage. When labour has been difficult and prolonged I think 
that extra care should be used to give only small amounts of 
the drug in order to ensure that the tone of the uterus does not 
suffer. 

[| see no reason why an inhaler such as Freedman’s should 
not be used by midwives providing they have received adequate 
instruction ; but I would suggest that Clover’s or Hewitt’s modi- 
fication will give better results in the hands of the practitioner. 
In my letter in the Journal of March 24 (p. 422) I described my 
experiences using Hewitt’s wide-bore inhaler. The great 
advantage is, of course, that it allows for fine adjustment of 
the concentration of vapours one desires to use. Differences 
in individuals in their response to anaesthetics are too well 
known to need description.—I am, etc., 


Eastcote, Middlesex. D. C. Devirr. 


Mono-articular Osteo-arthritis of the Hip 


Sir,—Mr. Grant Waugh is to be congratulated on his results 
with acid injection of the osteo-arthritic hip (June 23, p. 873) 
and on his temerity in publishing them. For he will know 
well enough that intra-articular injection is regarded as a rather 
improper procedure, since it transgresses (in some manner 
never quite clear to me) the rules of civilized warfare—against 
disease. But having to my shame injected rheumatic joints 
some quarter of a million times, with constant failure in the 
case of the hip-joint, I applaud the man who offers sober and 
solid proof that he can powerfully help persons suffering from 
this gravest and most disabling of all osteo-arthritic lesions. 
For this reason it would seem most unfortunate if Dr. Aldred- 
Brown’s attempt (July 7, p. 28) to explain away the results of 
intra-articular medication should deter others from trying the 
matter out in their own practice. It must be within the com- 
petence of few to attain the success hinted at by Dr. Aldred- 
Brown as won by simple exercises, but acid injection can be 
tried out by all. I shall try it myself, having over many years 
observed uniform failure of exercises, simple and otherwise, 
in obviously less skilful hands than those of Dr. Aldred-Brown. 
—I am, etc., 
London, W. G. LAUGHTON Scott. 

Sir,—I am the last to minimize the value of non-weight- 
bearing exercises in this condition; but if Dr. Aldred-Brown 
will inject one joint in a bilateral case and use the other as a 
control he will, t think, find that the rate of recovery to a 
considerable degree of functional efficiency is very much more 
rapid in the injected joint than in the other.—I am, etc., 

Sunderland. W. GRANT WAUGH. 


Procedure to Stop Anginal and Asthmatic Attacks 


Sir,—Peller published in 1923 an account of the therapeutic 
effect following the obstruction of the venous return of the 
upper and lower extremities on cardiac asthma and angina 
pectoris. He observed a decrease of the systolic and diastolic 
pressure within a few minutes as a result of this procedure. 
He did not mention who was the first to introduce this method. 

The therapeutic effect following venous congestion of both 
extremities (arms and legs) is really startling. Since Peller’s 
publication I have used this simple method in acute cases of 
so-called bronchial asthma as well, with the same surprising 
result—the immediate cessation of the attack. Only the venous 
circulation should be obstructed, not the arterial. 

Peller believed that by reducing the amount cf blood return- 
ing to the right s'de of the heart and the lungs so that the 
dilated right auricle had a chance to recover its tone and in 
decreasing the amount of venous blood reaching the lungs’ the 
circulation and gaseous exchange in this organ were improved. 
There may, however, be another explanation for this startling 


effect, so far as I know not mentioned before. Having studied 
the varicose syndrome of the legs and the rectum with their 
sometimes agonizing pains and cramps, it struck me that there 
may be an analogy between these clinical symptoms and those 
of angina pectoris, cardiac and bronchial asthma. 

Supposing the right auricle is being overloaded with venous 
blood, the auricle distended, and the muscle losing its tone, we 
may then expect there to be back pressure into the coronary 
sinuses. Now if the venous return from the heart proper 
suffers, following distension of the heart veins there will be 
temporary “cramps,” then loss of muscle tone, and later 
atrophy of the myocardium due to anoxaemia and intoxication 
of the heart muscle. This leads me to propose, therefore, that 
the syndrome complex called in our present clinical language 
“asthma” and “ angina” may be caused by a functional d s- 
turbance of the venous return from the heart muscle proper, 
due to distension of the right auricle. I feel that the patho- 
logi¢al changes which may or may not be present in the 
coronary arteries—i.e., coronary sclerosis—are late changes, and 
that the arterial changes are not primary but the result of a 
functional disturbance of the venous return from the heart 
muscle. 

I would like to hear of the experiences of others using this 
simple procedure, and, if possible, a better explanation of the 
startling effect produced. The above procedure is simple, can 
be repeated in following attacks, saves morphine, and is easily 
performed by the nursing staff using four elastic bandages or 
pneumatic tourniquets.—I am, etc., 


London, W.1. KASPER BLOND. 


Electro-convulsive Therapy Apparatus 


Sir,—It was with some astonishment that we read the letter 
in your issue of June 30, regarding an E.C.T. instrument we 
described recently. Your correspondent, who styles himself 
“ S.M.LE.E.,” which we understand connotes student member 
of the Institute of Electrical Engineers, makes the most ex- 
travagant statements in regard to the instrument, and in doing 
so displays a lack of knowledge of the practical problems of 
shock therapy with which it is concerned. We feel obliged to 
answer his criticisms lest they should mislead other readers: 

He states that the apparatus is not capable of “ delivering 
exactly the required voltage for an exact period of time 
measured in 1/10th of a second,” and has not a margin of 
electrical safety suitable for medical work. Yet it was pre- 
cisely with these requirements in mind that the instrument was 
developed. The time intervals obtainable with the apparatus 
are spaced by 1/10th second, ranging from 0.1 to 1 second— 
intervals which are more than sufficiently close for the accuracy 
to which dosages can be prescribed, and which cover a greater 
range of times than is required in practice. The voltage steps 
were chosen with the same consideration. To imply that it is 
an advantage to be able to deliver a shock lasting, say, for 
0.431 second is simply ludicrous, and merely leads one away 
from the all-important requirement of simplicity and fool-proof 
operation. The telephone dial was chosen because it has been 
proved to have an extremely high degree of reliability ; it is in 
fact considerably more trustworthy than most relays and 
condensers. 

Voltage regulation is criticized similarly (though without any 
detailed knowledge of the transformer used). The voltage 
drop on load is in fact only a few per cent., and does not detract 
in any way from the ability of the apparatus to supply the 
required shock at a reasonably closely prescribed voltage. 

Earthing of the patient in such treatment is largely a matter 
of opinion. If the patient is treated on an insulating couch 
then earthing of the secondary winding gives protection against 
possible faults in the transformer or, other parts of the circuit. 
If, however, there is a likelihood of the patient's touching an 
earthed conductor while being treated it is better to keep the 
secondary winding free. This can be readily achieved by dis- 
connecting a lead in the apparatus ; it is not in any way funda- 
mental to the circuit. 

The use of a 1 mA meter for the “test” circuit has been 
found quite satisfactory with the size of electrodes we use, and 
we see no grounds for replacing this by a much more costly 
instrument. The design has been chosen to meet the practical 
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needs, not the theoretical ideals which so easily obscure the 
main issue. 

We would, in conclusion, point out that we have not been 
unmindful of the many factors to which your correspondent 
has so kindly drawn our attention. There is no need for him 
to talk of “fatal complications,” “convulsion trauma,” and 
“ accidental electrocution,” and to imply that these dreadful 
results can be avoided only if one purchases a machine which 
is heavy, bulky, and probably expensive, due to the fact that 
many of these embody a number of refinements of no practical 
value whatever.—We are, etc., : 


A. SPENCER PATERSON. 
F. T. FARMER. 


Belsen Camp 


Sir,—In the recent literature published on what has been 
done in Belsen Camp reference has been made to the excellent 
work of medical students, research teams, civilian workers, and 
combatant units, but so far no mention has been made of the 
work of. the Army nursing sisters. Nursing officers of 
32 C.C.S. and 9 Br. General Hospital were in the hospital 
area from the earliest days, and some account may be given 
of the conditions under which they worked. ‘ 

The hospital was divided into blocks holding 150 beds, and 
subdivided into rooms of 4 to 8 patients; one sister was in 
charge of each block, helped by one British orderly and an 
inadequate number of internees later replaced by Germans. 
Patients were admitted at the rate of about 500 a day, beds 
consisting mainly of palliasses on the floor. It was estimated 
that about 80% had diarrhoea, mhost were confined to their 
palliasses, and there were 2 bed-pans to each block. The results 
can be imagined! 

Food distribution was a major problem ; all the patients had 
an insatiable hunger and were invariably dissatisfied with the 
amount they got; free fights between the different races were 
a common occurrence at meal-times. Hoarding was almost 
universal, and nearly every bed had mangled scraps of bread, 
butter, etc., hidden under the mattress or blankets. Deaths to 
begin with were numerous, and it was a common occurrence 
to find several dead in bed on the morning round. The patients 
themselves were miserable and emaciated to an almost un- 
believable degree ; they were entirely lacking in any form of self- 
respect and uninterested in anything except food. The language 
difficulty precluded conversation even with the workers, who 
had to be instructed in their duties by means of signs and 
demonstrations. 

Working under these conditions in close and constant contact 
with the patients the Army sisters showed a willingness and 
initiative that deserve the highest praise, and the skill and cheer- 
fulness with which they dealt with the patients, obstinately 
refusing to be put off by sights and smells, must be reckoned 
as a major factor in the rapid recovery, both mental and 
physical, of the patients under their care. It is to be noted 
that many of the sisters came to Belsen immediately following 
a hectic and gruelling time dealing with the casualties of the 
Rhine crossing, and at the end of nearly a year’s service with 
the B.L.A.—We are, etc., 

HILDA ROBERTS, 
‘ Major, R.A.M.C. 
PETRONELLA POTTER, 


B.L.A, Capt., R.A.M.C. 


Tuberculous Persons in Prisons 

Sir,—I am horrified to read in the Journal of July 7 (p. 32) 
Sir Donald Somervell’s statement in Parliament concerning 
tuberculous prisoners. He states that where possible the 
prisoners are employed in light gardening work. Does this 
mean, therefore, that if light work is not available then they 
are put to heavier manual labour? The statement, if I under- 
stand it rightly, does not lend itself to the interpretation that 
if “ suitable” work is not found for them then the prisoners 
are excused from working altogether. The “special working 
parties ” mentioned are arranged, he admits, with the purpose 
of segregating these cases of active tuberculosis from other 
prisoners who are free from infection, and not in order to 


relieve them of doing work which would accelerate the cour. 
of the disease. %: 

Surely every patient (even if he is a criminal) is entitled to 
all the medical and nursing care, which includes absolute rest 
so vitally necessary to cases of active phthisis. Or are we such 
a degenerate nation that we can deliberately allow patients to 
suffer and die a premature death simply because they have beep 
guilty of some crime in the past, and consequently are con- 
sidered no longer fit persons to receive adequate sanatorium 
treatment? 

Further, I am wondering in what degree (if at all) Modern 
prison conditions could be accounted aetiological factors in 
tuberculosis in prisoners.—I am, etc., 


Aldershot. AUDREY Robperts, 


Teaching of Physiology 


Smr,—Dr. R. A. Gregory (July 7, p. 26) no doubt expects 
general commiseration on the fact that 30.000 cats were lost to 
his physiological abattoir in Liverpool last year. I, for one 
congratulate the R.S.P.C.A. on their vigilance, rank heresy 
though it be to say so, and I can raise no enthusiasm over those 
Continental physiologists with their revolting cruelties, though 
they were, it is true, only practised on small trussed-up animals. 

One cannot, of course, expect a professional physiologist to 
look at it in that way.- After all, physiologists must live, and 
they have the common. weakness of all specialists in having a 
profound belief in the efficacy of their own nostrums ; in this 
case more, and ever more, physiology for the top-heavy 
medical student. Will, we may ask with all respect to the 
professors, an increase in the kind of dilettante surgery which 
goes on in a physiological laboratory improve the quality of 
the average doctor? One takes leave to doubt it. It used to 
require a “slaughter of the innocents” to prove that a muscle 
contracted when stimulated, whereas one has merely to drop 
a brick on to one’s foot to make a whole host of muscles— 
facial, lingual, and skeletal—contract very smartly. 

However, living perpetually in an atmosphere divorced from 
human reality seems to make even simple facts difficult of 
perception. What is the objection to a competent demonstrator 
giving an exhibition of the main facts of experimental physio- 
logy? This is far better than the maiming and mauling which 
usually goes on in the average laboratory and the inconclusive 
and unsatisfactory results which come from such bungling, 
How many of us have to leave hospital having left undone 
those things which ought to have been done, and having to 
make them good later on? If there are- going to be any omis- 
sions in the welter of things required to be done by the medical 
student, then let it be in the sphere of physiology rather than 
of clinical medicine, and our long-suffering patients may have 
cause to be grateful for an increased knowledge in their 
doctors of what really matters.—I am, etc., 


G. L. Davies. 


Hove. 


A Token of Thanksgiving 


Sir,—As Honorary Treasurer of the Royal Medical Benevo- 
lent Fund, I recently received a letter from which I venture to 
quote the following words: 

“For many weeks I have been intending to send the enclosed 
cheque for 50 guineas as a token of thanksgiving for the end of 
the bombardment of London, the preservation of my wife and myself 
and our home, and the cessation of the fighting in Europe.” 

If it was more widely realized how heavy and burdensome 
have been the lives of the beneficiaries of the Fund during the 
years of the European War, there would be many who, having 
a feeling of great thankfulness, would like by a “ token to the 
Fund” to bring greater comfort and happiness into the lives 
of these old people now that peace is again in our own land. 
I should be so thankful to acknowledge, on behalf of the 
committee, any special donations that may be sent to me from 


any who have the same feeling as our medical colleague who 


has forwarded the first token of thanksgiving.—I am, etc., 


C. LUTHER BATTESON. 
1, Balliol House, Honorary Treasurer, R.M.B.F. 


Manor Fields, Putney, S.W.15. 
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Identification of Epidemics 


sir,—The identification of epidemics described by our prede- 
cessors must always be speculative, but, in justice to the memory 
of a great epidemiologist, it is right to mention that most of 
the evidence quoted by Sir Henry Tidy (July 14, p. 63)—and a 

t deal more—is fully discussed in Hamer’s Milroy Lectures, 
and it may be of interest to remind readers of the train of 
reasoning (The Milroy Lectures on Epidemic Disease, etc., 
by W. H. Hamer, London, 1906, pp. 72, Bedford Press). 

Both the symptoms reported and the physical signs observed 
in cases of illness during an epidemic or pandemic of influenza 
vary much (profuse sweating, for instance, is mentioned as a pro- 
minent feature in many famous epidemics—e.g., by Baker in the 

t influenza of 1762) ; but there is one criterion—whether one 
should call it statistical, epidemiological, or clinical, 1 am not 
quite sure—which applies to all great epidemics—namely, the 
dissociation of symptoms and physical signs at an early stage ; 
the patients are much more ill than the physical signs would 
lead one to expect. A very good practitioner has said that if he 
were called to a number of patients taken suddenly ill with 
“colds” who were very much worse than anything he could 
find in the chest justified, he would know that influenza was 
epidemic. Now, apart from sweating sickness, there have been 
and continue to be odd outbursts of epidemic disease, Haffkrank- 
heit, Bornholm disease, epidemic myalgia, etc., in which one has 
the features of sudden onset, very great severity, and variable 
symptomatology; also, of course, the agues, obscure nervous 
illnesses, and so on, to which Creighton, Crookshank, and others 
called attention. 

Now Hamer, an enthusiastic admirer of Sydenham, wished to 
rationalize Sydenham’s mysterious doctrine of epidemic consti- 
tutions, and suggested that these odd epidemics belonged to what 
he called the “setting” of a pandemic—they led up to, or 
followed after, a great explosion. How far he was successful 
ig a matter of opinion. Personally 1 agree with Freind, who 
thought Sydenham’s doctrine mythological, but it is quite certain 
that Hamer and Crookshank did make out a curious association 
in time between these odd epidemiological happenings and the 
emergence of a great epidemic of influenza. Vague as all this 
may be, it is valuable, because one of the wholly unsolved 
problems of pandemic influenza is what prepares the way. If 
there are indeed forerunners, perhaps with our present know- 
ledge of virus we may reach an explanation.—I am, etc., 


Major GREENWOOD. 





NS ae 


Surg. Lieut. R. St. C. Mooney, R.N.V.R., has been awarded the 
D.S.C. for outstanding courage, tenacity, and devotion to duty when 
H.M.S. Bedouin was sunk in defence of a convoy to Malta. 


Temp. Surg. Lieut. M. C. Connell, R.N.V.R., has been mentioned 
in dispatches for bravery, great endurance, and devotion to duty. 


Temp. Surg. Lieut. George Smith, R.N.V.R., has been appointed 
M.B.E. (Military Division) for bravery and great devotion to duty, 
while serving in H.M.S. Daffodil, in refusing to leave his ship though 
seriously wounded himself in order that he might attend casualties. 
Lieut. N. St. J. Hennessy, R.A.M.C., has been awarded the M.C. 
in recognition of gallant and distinguished services in Burma. 

The following appointments and awards have been announced in 
recognition of gallant and distinguished services in North-West 
Europe: 

O.B.E. (Military Division) —Cols. W. A. Fraser and S. G. U. 
Shier: Lieut.-Cols. D. L. Maclean and E. F. Ross, R.C.A.M.C. 
M.B.E. (Military Division) —Majors D. R. McCrimmon and E. I. 
Ostrey, R.C.A.M.C. 

Bar to the M.C.—Capt. E. L. Moore, M.C., R.A.M.C. 
M.C.—Maijor (Temp.) D. I. McCallum; Capts. W. Blair, J. Clark, 
P. Esmonde, A. I. D. Prentice, and T. McS. Wilson; Lieut. 
E. C. B. S. Keat, R.A.M.C. 





vho 








CASUALTIES IN THE MEDICAL SERVICES 


Died.—Lieut.-Col. Gilbert Cleary Babington, R.A.M.C., W/Capt. 
Alexander Prentice Thomson, R.A.M.C. 





Obituary 








A. R. LAURIE, C.B.E., M.B. 


Dr. Alan R. Laurie, C.B.E., T.D., M.B., Ch.B., D.M.R.E., who 
died at his home in Derby on June 27, was a man of wide 
enthusiasms and many interests. His main professional work 
lay in radiology, and at the Derbyshire Royal Infirmary he 
and his friend, G. L. Stiles, formed a powerful team of clinical 
experience and wise interpretation. 


A. L. S. writes: 


Dr. Laurie’s previous work as a general practitioner gave him an 
appreciation of and sympathy with the problems of radiology from 
the family doctor’s side. He had a wide private consulting practice 
in radiology throughout Derby and Derbyshire, and apart from the 
hospitals in Derby to which he was radiologist he acted in a simi- 
lar capacity to many smaller in- 
stitutions throughout the county. 
He was also in charge of the 
Skin Department at the Derby- 
shire Royal Infirmary, and to 
attend his out-patients was an 
experience to remember—his un- 
failing good humour and wit, 
his courtesy and tenderness to the 
tiresome old “ chronics,”’ and. the 
absence of bustle and boredom, 
produced a happy atmosphere not 
always obtained at out-patients. 

Apart from his purely profes- 
sional work I would say that his 
great interest lay in his Army 
associations. I was with him in 
the last war, when he was in turn 
adjutant to an R.A.M.C. training 
centre, medical officer to the 6th 
Yorks in France, and a vital and active member of the 34th Field 
Ambulance. In 1936 he became A.D.M.S. to the 46th (North 
Midland) Anti-Aircraft Division, following a highly successful 
period as O.C. 137th Field Ambulance, which he brought up to 
wartime strength and a high efficiency. Probably no man knew 
more of the medical service of the A.A. Forces generally than 
Dr. Laurie, and a C.B.E. was some recognition of the enormous 
amount of hard work, imagination, and detailed care that he put 
into this work. 

As a sportsman he was versatile and keen: a cricketer of skill, 
a forceful batsman, and a brilliant fieldsman, he could have played 
for his county had he had the time. He obtained his blue at 
Edinburgh University for cricket and soccer, and he played soccer 
for a time with the Derbyshire Amateurs. He loved the country 
and his fishing and an hour at the local inn with men who always 
welcomed and respected him. The stage lost a fine actor in 
Dr. Laurie ; he stage-managed and took parts in many performances 
of the Derby Branch of the British Shakespeare Society; and, in 
lighter vein, he produced shows for the nurses at the Derbyshire 
Royal Infirmary. Only a few of his friends knew the difficulties 
that he had beén working under for a year or more. He was too 
vital and conscientious to take the rest that was necessary, and he 
had—perhaps happily—only a short period of invalidism before he 
died. “ Peter ’’ Laurie was a man of courage and vision, incapable 
of any meanness and generous in thought and deed, and friends from 
many walks of life mourn his loss. He leaves a widow and four 
daughters. 





G. GREGORY KAYNE, M.D., M.R.C.P. 


The premature death of Dr. G. Gregory Kayne at the age of 44 
deprives workers in the field of tuberculosis of one of their most 
valued colleagues. Born on the Continent, he came in boyhood 
to this country, and subsequently entered St. Bartholomew's 
Hospital, qualifying in 1923. He gained the prize for the 
B.M.A. essay, proceeded to the degree of M.D.Lond., and 
became M.R.C.P. in 1927 and D.P.H. in 1936. After filling 
posts in general medicine and surgery he turned to the problems 
associated with tuberculosis, and these remained his absorbing 
interest for the rest of his life. After serving a period as 
assistant medical officer at the North Wales Sanatorium, he was 
appointed Dorothy Temple Cross Research Fellow in Tubercu- 
losis by the Medical Research Council. This scholarship took 
him to most of the important centres of tuberculosis work in 
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Europe, and he became a colleague and friend of Sayé, Haze- 
mann, Armand-Delille, Wallgren, and other leading workers. 
He studied particularly preventive work, notably the B.C.G. 
vaccine and the “ Grancher system,” and wrote papers on both 
these subjects. His interests in the field were wide and his 
knowledge of the literature remarkably extensive. The last 
ten years of his life were spent in the service of the Middlesex 
County Council, first as deputy medical superintendent at Clare 
Hall, and then as tuberculosis medical officer at Hounslow. 

Perhaps Kayne’s greatest activity was shown as a writer. For 
some time he edited Tubercle, but his chief work was the book 
Pulmonary Tuberculosis, which he wrote with Pagel (for patho- 
logy) and O'Shaughnessy (for surgery), and edited. This 
important volume remains a sound guide for tuberculosis 
workers. 

In council and committee his views were clearly and vigor- 
ously expounded ; his wide knowledge, especially of foreign 
literature, was invaluable and was often put at the disposal of 
this Journal. He served on the Tuberculosis Committee of the 
M.R.C., and was a member of the Council of the Tuberculosis 
Association. Unsparing of himself, he often worked far into 
the night ; at times his keenness perhaps made him forget that 
others might not keep pace with him. He overcame many hard- 
ships of early life, and battled with great personal difficulties 
in achieving a position where he did work of lasting value, 
which was honoured not only by his colleagues in this country 
but by the official recognition of the French Government. 


A colleague writes : 


In the death of Gregory Kayne phthisiology loses one of its most 
lively, industrious, and progressive promoters. His main interest 
and gift lay in the clear presentation of controversial problems. 
He was not the man to be satisfied with a superficial sifting of pros 
and cons, and he would never evade difficulties which could be 
covered up by brilliant diction, but would work on, after a day 
overflowing with professional duties, until he had found his way 
through the literature, whatever its magnitude. A thorough com- 
mand of modern languages, an unusual capacity for logical thinking, 
and a critical understanding of the most urgent problems of tuber- 
culosis enabled him to give masterly reviews of the B.C.G. question, 
of heredity and immunity in relation to tuberculosis, and of the 
control of tuberculosis in England. But it was on a multitude of 
personal observations collected in many countries that he could 
base his work on tuberculosis in home contacts, children and adults, 
which formed the nucleus of a comprehensive report on the preven- 
tion of tuberculosis in childhood with special reference to methods 
of separation—the main result of his work under a Dorothy Temple 
Cross scholarship awarded to him by the Medical Research Council. 
The same original material and technique of investigation are 
recognizable in Kayne’s pioneer work on tuberculin—a series of 
papers starting with a comparison of old tuberculin with a prepara- 
tion from a synthetic protein-free medium, which led up to the 
elaboration of the modern technique of the Pirquet-Mantoux test. 

In the book on pulmonary tuberculosis jointly written with 
W. Pagel and L. O’Shaughnessy, Kayne visualized the work as an 
organic whole in which the various aspects should influence and 
penetrate each other, rather than an encyclopaedia in which they 
form independent and uncorrelated articles. If anything of this 
nature has been achieved, the credit goes to Kayne’s able editorship 
and tireless co-ordinating, often restricting, but always stimulating 
energy. For a life so full of fruitful labour as that of Gregory 
Kayne there is no more fitting motto than the word of the sages: 
“The day is short, and the work is great; the labourers are sluggish 
and the reward is much, and the master of the house is urgent.” 


The sudden death of Dr. A. W. MATTHEW on May 27, just 
as he was taking leave of some friends, has filled many at St. 
Mary’s Hospital and elsewhere with regret at the loss of one so 
staunch and loyal, while still in full activity at the age of 54. 
Matthew was a student at the London Hospital, and not long 
after qualification was swept into the war of 1914-18, in which 
he achieved the curious distinction of being the last man to be 
evacuated from Gallipoli at Suvla, where he had to stay with a 
party of sick and wounded. Afterwards he was severely 
wounded on the Somme and narrowly escaped the loss of an 
arm. On demobilization in 1919 he obtained the appointment 
of anaesthetist at the Throat and Ear Hospital in Golden Square, 
and also to the Queen’s Hospital for Plastic Surgery at Sidcup. 
Then in 1922 he was appointed anaesthetist to St. Mary’s, where 
for some years he had a close association with the late Mr. 
Clayton Greene—a sufficient testimony to the trust and esteem 
in which his professional capacity was held. Another was his 
election to the office of president of the Section of Anaesthetics 
at the Royal Society of Medicine during this war. Although he 
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had command of the newer appliances and used them with ski 


he never forgot the obligation he owed to the students whom he 
had to teach and that often they would have to rely upon simple 
methods, for elaborate apparatus would not always be available 
in practice. He insisted, therefore, upon simplicity in anaesthesia — 
when it was possible without sacrificing other advantages, and 
his point of view was appreciated alike by surgeons and Students, 
This simplicity was truly part of his character, and with unfailing 
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kindness endeared him to the many with whom he worked for - 
so long. a 
p.—G. © 
Major C. E. S. PHiLiips, whose death occurred on June ]7 hy 
was born in February, 1871. Charles Phillips was a gifted man: Eporothy E 
he played the violin, painted in oils, and was otherwise dexterous &. Drabble. 
of hand. Easy financial circumstances all his life allowed him yg 
to put his time at the service of science in many ways. Perh ‘owe, E- 
his most important piece of applied science was done on qo, H. | 
War Office X-ray Committee during the last war. The questigg i * 
of portable x-ray equipment for work in casualty clearj ows; J. 
Stations on a big scale had certainly not been solved in 194 Byiene and / 
and the committee tackled the problem under the joint leader. i 
ship of Prof. Callendar and Sir Archibald Reid, the organization in * M. 
of the laboratory work being in the hands of Dr. J. H. Brink. Bocy. 1. M.' 
worth. Phillips also prepared a kind of non-transparent glag a od 
which had unusual electrical conducting power, and physicists ip oh “J.D 
the early years of radio-activity struggling with electroscopes | Marshall, J 
which had to be frequently charged were grateful to him for, B¥: — 
very ingenious electrical charger. Phillips gave freely of his Berna A. St 
time in the service of scientific societies, at whose meetings hig fase, J.G. 
genial ways won him many friends. He was at one time preg ], swarded 
cent of the Réntgen Society and acted as honorary treasurer b surgery. 
over a period of many years for that society, the Institute of 
Physics, and the Royal Institution. He acted for some yearsas 
honorary physicist to the Cancer Hospital. —— 
Dr. ARTHUR Georce Troup, D.P.H., who had been medica f J 4 
superintendent of the Willesden Municipal Hospital for nearly ms, 
20 years, died suddenly at Stonebridge, N.W.10, on July 6 ny 
He was born in Aberdeen on Oct. 24, 1884, and was educated p*™4"¢ 
at the Robert Gordon College and the University of Aberdeen, 
where he graduated M.B., Ch.B. in 1906 and proceeded M.D, 
in 1914. Before his appointment to Willesden in 1925 Dr, 
Troup had been assistant M.O.H. for Essex and Hampshire, & a gradu 
and house-physician and later resident pathologist at the bere confer 


Stephen Ralli Memorial Laboratory, Royal Sussex County} yy 1j. 
Hospital, Brighton. During the last war he served with theBam.c., R 
R.A.M.C. over-seas as M.O. to the 1/11 London Regiment, to | pPun.—2 
No. 77 Casualty Clearing Station, and to No. 11 Egyptianj mB. Cu. 
Stationary Hospital, reaching the rank of acting major. Dr, cand] A. 
Troup had received a B.M.A. scientific grant in 1908, was chair Bees. 
man of the Willesden Division in 1931-2, and clinical secretary fama H. 
1933-4. He was a Fellow of the Society of Medical Officer 

of Health, had been assistant examiner for the D.P.H. of the Fy, 
English Conjoint Board, and for some years lectured on in fild 
fectious diseases at the Middlesex Hospital Medical School 
He had contributed to the Journal of State Medicine and th. 
Lancet, and was joint author with Dr. R. Adam and Prof. S. P. 
Bedson of the report of an outbreak of psittacosis at the 
London Zoological Gardens published in this Journal it 
January, 1939. 
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Dr. Francis DaRLow, who had been in practice at Horsforth, 
near Leeds, for 47 years, died on July 8. He was born on 
March 15, 1872, at Bradford, and from Bingley Gramma 
School went to the Leeds Medical School. He graduated 
M.B., Ch.B. of the Victoria University in 1897 and took the 
same degree ad eundem at Leeds University in 1905. Starting 
as junior officer in the Ist West Riding Field Ambulance (T.F) 
on its formation in 1908 he was transferred to the unit thea 
known as the 49th Division Casualty Clearing Station, with 
which he went over-seas in 1914. He served with the rank of 
lieut.-colonel as officer commanding No. 7 C.C.S., and afterwards 
commanded the 49th (2nd Northern) C.C.S.; he was awarded 
the Territorial Decoration and retired as colonel. Dr. Darlo 
had been a member of the B.M.A. since graduation. He Vv 
an associate of the Yorkshire College and a member of th 
Leeds and West Riding Medico-Chirurgical Society. He tod 
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a keen interest in the British Legion, and for a number of yeaftih Midwifers 
was a member of the Horsforth Urban District Council. eee - 


The death is announced of Mr. W. J. ALLKINS, who was on ml 
editorial staff of the Medical Directory for 46 years. Joining Dudley. C 
firm of J. and A. Churchill at the age of 17, he retired in 19305 MA. 
Owing to the absence of the editor and subeditor on active 
vice, he took up his duties again in 1941 and was acting edit 
during the centenary year of 1944. His quiet efficiency and stri 
attention to detail contributed much to the accuracy and usefulne 
of this well-known work of reference. 
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a — mee 
ith skill, 
‘hom he 
simple Universities and Colleges 
Vailable 
‘esthesig sienna cere nes 
Bes, and ’ : : poe 
tudents, UNIVERSITY OF MANCHESTER 
railing following candidates have been approved at the examinations 
ked for ated : 
5,—G. Caplan, F. S. Hawkins, J. A. Herd. 

M.B., Cu.B.—*tH. Jackson, *t M. H. Oelbaum, *t N. J. Roussak, 

une 17, ance Atkinson, N. J. Blockey, J. L. Braithwaite, M. Brookes, R. B. Brough- 


d man ; Dorothy B. Charlton, N. K. Crooke, tJ. F. Dark, B. H. Dawson, A. Dowling, 
















. bble, C. L. Dubberley, Lucy M. Dunkerley, Mary E. Eagles, R. B. 
*xterous tm G. C. Fletcher, L. Freedman, R. L. Gadd, Margaret Hedley, F. 
ed him ’ “3 C. Hutchinson, F. B. Jackson, N. A. Law, Kathleen V. Lodge, 
Perh; Lowe E. V. Mellor, T. Mooney, Kathleen, P. E. Mumford, ttSylvia N. 


on H. Nussbaum, A. O. Osbaldeston, M. C. Pennington, ¢ A. H. C. 

: iff, cé. H. Rowson, M. H. Russell, E. P. Samuel, J. P. Smith, Margaret E. 
| Uestion H. S. Trafford, J. G. Vause, A. G. Walker, Marie R. West, Alice R. E. 
cleari ows; J. D. Willins, J. Wiseman, E. Wood. Part 1.—Forensic Medicine and 


n 1914, and Preventive Medicine: Margaret E. Bailey, J. 1. Bentley, P. Brooks, 
| i. Broughton, W. B. Browne, B. N. Catchpole, D. A. Chadwick, C. P. Chivers, 
leader- F. Cogan, H. S. Coulsting, J. K. Craig, Annie Cross, K. S. Daber, Elsie M. 
1iZation in A. M. Davies, Vera A. Dearden, O. G. Dodge, Jean B. Fletcher, C. J, 
Brink. sy, 1. M, Gow, P. W. Harvey, A. B. Haward, H. G. Herrman, H. P. Hilditch, 
t el Hindley, D. A. N. Hoyte, E. V. Hulse, J. A. Jamieson, Elizabeth Jenkins. 
nt glass Fy Kelsall, P. B. Lacy, B. H. Lees, T. K. J. Leese, E. Levy, E. S. Lomas, D. 
i¢ists in son, J. D. Lumsden, S. T. Lunt, Winifred M. Mcllwrick, D. A. MacLeod, 


OSCOpes Marshall, Jessie Million, N. S. Moores, J. Needoff, M. Panikkar, I. W. Payne, 


Preston, E. Priestley, D. W. Purser, Aune R. Quinn, Kathleen Rampling, 
n fora t Rhodes, R. G. Rooney, K. A. Rowley, V. E. Sherburn, K. D. Stewart, 
of his . Stewart, J. B. L. Taylor, Hilary M. Thompson, H. S. Trafford, F. N. 






gs hig Badez, y G. Vause, Lorinda Wallace. 
© presi. tawarded second-class honours. + Distinction in Medicine.  { Distinction 
easurer & surgery. 
tute of 
ears a UNIVERSITY OF DURHAM 

te honorary degree of D.Sc. of Durham University was conferred 
nedical » July 11, at King’s College, Newcastle, upon Sir Alexander 
nearly eming, F.RS., F.R.C.P., F.R.CS., professor of bacteriology in 
July 6 University of London, and director of the department of 
lucated matic bacteriology at St. Mary’s Hospital Medical School. 
erdeen, 
| M.D, : 
25 Dr UNIVERSITY OF EDINBURGH 
pshire, & a graduation ceremony held on July 11 the following degrees 
at the Bere conferred : 
~ounly Fyn iJ. F. Curr, 12Major R. B, Lucas, R.A.M.C., ‘Major A. Roberts 
ith the BaM.C., R. V. Thomas, Surg.-Cmdr. D. C. Wilson, R.N.V.R. 


ent, to} DPum.—*S. K. Basu, M.B. 


sy Ptian MB.. Cu.B.—J. D. Abbatt, Barbara M. Adams, R. N. Andrew, T. B. 
































Dr. thony A. D. Bain, W. L. Barton, A. D. R. Batchelor, S. H. B. Blaikie, 
aret H. G. Borrowman, M. Brown, A. D. Caird, Margaret A. Calder, 

chai Bsseth S. K. Campbell, Mercédés D. Carvel, A. F. Catto, Gwen S. Clark. 
Sretary Moma H. Cortis-Stanford, L. F. G. Cruickshank, A. Davies, Anne D. G. 
)fficers Pevies, E. C. K. Douglas, G. K. Douglas, K. M. Douglas, Marie-Héléne D. 


f Douglas, Helen N. Duke, D. Durie, Frances B. Early, D. J. Ellison, ?Constance 
o the . Forsyth, A. H. Fraser, F. C. Fraser, Doreen C. Gardner, D. F. Gibbs, E. 
ON if Bilderdale, W. J. Gillies, J. C. Gould, J. T. Gray, Agnes I Greig, N. D. 


School, Panasekara, A. I. Gunn-Russell, 3Hilary F. H. Hamilton, I. R. Henderson, 
d the B. Hendry, L. W. Hereward, C. Hyman, H. Innes, A. W. Irons, J. W. 
Nd thtEckson, W. C. Jamieson, Evelyn I. C. Jardine, G. P. Jeffrey, T. Joyce, J. Kirk, 
’. S. PAB. G. Laing, I. Lindsay, R. LI. Lyon, Mary M‘Donald, A. MacFarlane, 
at thepary L. Macfarlane, G. M‘L. M:Gillivray, J. M‘Inally, A. B. M‘Intosh, W. G. 
ral ip Intosh, D. G. Mackay, G. L. Mackay, J. R. G. Mackessack, Janet L. 


‘Laren, Margaret E. Macnair (née Cameron), R. S. M‘William, A. Mather, 
ison M. Matheson, J. D. Matthews, Nina A. Mellon, W. G. Merriman, Mary 
.L Millar, Isobel L. Morrison, Margaret Munro, Isobel J. Murray, A. B. 
forth,» mtg Katherine S. H. Pattullo (née M*Connell), J. M. U. Philip, *T. P. S. 

D. Rider, Jean A. Ritchie (née Wilson), W. A. T. Robb, M. Segal, 
rn Ong. a H. M. Sinclair, *I. S. R. Sinclair, Elizabeth B. Smith, A. R. 
immarfpuyave, R. F. H. Spencer, W. J. Stedman, D. D. Stein, N. L. Stokoe, A. A. B. 
juated R”*": G. S. Taylor, Margaret H. F. Turnbull, I. A. Waldie, J. R. Walls, H. 
yk the tg Josephine A. C. Weatherall (née Ogston), G. G. Wells, Beatrice M. 


t ilson. 
farting 


a Sagres were also conferred by the Polish School of Medicine at 
tt dinburgh. 


4Commended for thesis. 2/n absentia. %With honours. 


wi , : 
‘nk off The following prizes, etc., were presented : 


‘wards§ Cameron Prizes in Practical Therapeutics: Sir Alexander Fleming, F.R.S., 
vardede™! Sir Howard W. Florey, F.R.S.  Ettles Scholarship and Leslie Medal, 
ark hanar. Scholarship in tt and Gynaecology, Royal Victoria Hospital 
ATlOWDuberculosis Trust Medal : F. Robertson. Scottish Association for Medical 
e ation of Women Prize, , ba? .. Gilfillan Memorial Prize, Keith Memorial 
of theme in Systematic Surgery, Murchison Memorial Scholarship in Clinical 
- tod edicine, Pattison Prize in Clinical Surgery: Hilary F. H. Hamilton. Mouat 
tC tholarship in the Practice of Physics: J. S. Robson. James Scott Scholarship 
yea Midwifery and Gynaecology: A. D. Bethune. Beaney Prize in Anatomy and 
gery: I. S. R. Sinclair. Annandale Medal in Clinical Surgery : G. L. Mackay. 
Murdoch Brown Medal in Clinical Medicine : 
Clinical Medicine: W. A. T. Robb. 


T. P. S. Powell. Wightman Prize 
Lewis Cameron Postgraduate Prize : 
} Dempster. Lewis Cameron Undergraduate Prize in Bacteriology : 
Dudley. Colonel Thomas Biggam Memorial Medal and Prize in Pathology 
ten V. M‘William. Maclagan Prize in Forensic Medicine: J. Brown (Faculty 
Mt Medicine) and D. F. Macdonald (Faculty of Law). Anderson Henry Prize 
fany: S. F. Hayes and N. R. W. Taylor (equal). Cunningham Memorial 
edal and Prize in Anatomy : J. Richmond; prox. acc., J. L. Rennie. Whiteside 
¢ Bursary and Vans Dunlop Prize in Physics and Chemistry : W. F. Coulson. 
Papunlop Price in Botany and Zoology: P. G. Aungle; prox. acc., Constance 
itfie 


on 
1g 

1933. 
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UNIVERSITY OF GLASGOW 


At a ceremony of graduation, held on July 11, 
and surgical degrees were conferred: 


the following medical 


M.D.—*A. Brown, TT. Semple. 
Cu.M.—*W. M. Borthwick. 
M.B., Cu.B.—tAgnes W. Brown, tR. Fife, tJ. T. Naismith, tAgnes S. Conway, 


*W. F. M. Fulton, tH. B. W. Greig, tA. C. Kennedy, tJ. Stewart, Muriel S. 
Alexander, C. K. Allan, G. C. Arneil, K. W. Aron, A. C. Arthur, R. A. H. Ban- 
natyne, G. T. D. Barr, J. S. Barr, Betty J. Barrow, R. W. Baxter, Grace F. M. 
Braid, Betsy Brown, F. O. Brown, J. K. Brown, J. A. Cameron, Katherine M. 
Cameron, A. Campbell, A. J. M. Campbell, J. L. Carson, J. K. Chisholm, 
Catherine W. Clark, Helen A. Clark, Mary D. Clark, I. Colvin, J. H. Cooper, 
Flora C. Cowan, J. W. Croall, G. Dale, Sheila P. Davidson, R. Dick, H. W. 
Donaldson, T. W. G. Donohoe, Margaret J. Dunn, Helen K. Edgar, Rhoda M. 
Emslie, J. K. Fleming, J. M. Fleming, Pearl E. Freeman, W. M. Fyfe, A. W. 
Gardner, Isabel Y. Gebbie, H. D. Gemmell, T. S. Gilfillan, Isobel C. Graham, 
J. C. Grant, J. Hacking, W. Hamilton, T.” Harvey, J. Henderson, B. R. Hillis, 
Ruth .Hoffman, J. T. Hutchinson, A. Kelly, A. R. Kerr, Katharin I. Kerr, R. 
Lannigan, W. McR. Laverie, J. Lawson, Sophia Levin, Jean B. Lindsay, Mar- 
guerite J. Lunn, D. Lyon, T. C. McAstan, A. G. McCloskey, W. R. MacCrossan, 
J. J. McElthone, Eileen A. MacGregor, R. J. Mcllroy, A. L. MacKenzie, F. A 

Mackenzie, Annie P. Mackinnon, Helen A. Mackinnon, R. S. Maclachlan, D: 
MacLeod, Margaret McG. McNicol, R. J. McWilliam, A. Marshall, J. S. Marshall, 
R. McC. Massey, J. Maxton, A. C. Melrose, J. H. Miller, J. Montgomery, w 
Muir, Phoebe C. B. Neill, W. D. Nicoll, Margaret M. O'Hare, T. P. P. O'Hare, 
A. J. O’Hea, D. A. A. Parker, J. Paul, A. C. Pickles, A. C. Pinkerton, E. McC. W. 
Reid, Margaret S. S. Richard, Grace M. Ritchie, Sarah M. Robertson, Anne M. 
Robson, R. Rodger, J. B. Russell, W. McK. Sandeman, D. G. Scott, G. M. Short, 


J. Simpson, Agnes M. Stark, J. G. Stevenson, Nora M. Syme, W. A. Taylor, 
S. A. Thomson, T. J. Thomson, W. S. T. Thomson, G. A. Walker, R. M. L. Weir, 
W. G. Whyte, Margaret Wilson. 

*With high commendation. tWith commendation. honours. 


With 


Medical News 





The annual general meeting of the Medical Society for the Study 
of Venereal Diseases will be held at 11, Chandos Street, W., on 
Saturday, July 28, at 2.30 p.m., when there will be a discussion on 
“The Optimum Methods of Treatment of Venereal Diseases by 
Penicillin,” to be opened by Col. D. M. Pillsbury, U.S. Army, and 
Major J. Marshall, R.A.M.C. 

Col. Walter Elliot, Miss Florence Horsbrugh, and Sir John Boyd 
Orr are among the visiting speakers who will address students attend- 
ing the residential summer school which is to be run at St. Andrews 
University by the Scottish Council for Health Education from 
Aug. 18 to Sept. 1, with the general theme of “ Teaching the Young 
How to Live.” Courses in physiology, psychology, and social 
medicine have been prepared. This summer school in health 
education is the first full-scale venture of its kind to be held in. 
Scotland. Full particulars may be had from the secretary, Scottish 
Council for Health Education, 3, Castle Street, Edinburgh, 2. 

The annual luncheon of the Society of Medical Officers of Health 
will be held at the Holborn Restaurant on Friday, Sept. 21, at 
12.30 for 1 p.m. The President (Prof. R. M. F. Picken) will take 
the chair, and he will be supported by a number of distinguished 
guests. As the attendance must be limited to 150, members of the 
society are asked to make early application for tickets, which will 
be allotted according to priority. Those who wish to bring private 
guests will receive notice later if seats will be available. The tickets 
(10s. 6d. including gratuities, but not wine) are obtainable from the 
acting executive secretary, Society of Medical Officers of Health; 
Tavistock House South, Tavistock Square, London, W.C.1. A 
meeting of the society's Council will be held before the luncheon 
on Sept. 21. 

The Council of the Association of Anaesthetists of Great Britain 
and Ireland entertained Capt. and the Hon. Mrs. Leslie Gamage 
to lunch on July 5, when the president thanked them warmly for 
their gift of a Grant of Arms for the Association. 

At a meeting of the court of governors of the Middlesex Hospital 


on July 11, the chairman, Col. J. J. Astor, announced that it was 
hoped that bicentenary celebrations might be held in July, 1946. 
The occasion should have been celebrated this year, but when 


arrangements were being discussed the flying bombs and rockets 
began to fall and the matter had to be deferred. 

The Middlesex County Council has decided that the Staines County 
Hospital shall be known in future as the Ashford County Hospital, 
Middlesex, to avoid confusion with the neighbouring Staines 
Hospital. 

In the recent. Northern Ireland General Election Dr. G. Dougan 
(U.) was re-elected to the Northern Ireland House of Commons as 
the member for Central Armagh, and Dr. F. McSorley (Ind.) was 
elected as one of the representatives of Queen's University, Belfast. 

Dr. David Adler, a well-known Brazilian plastic surgeon, has 
arrived in this country for a six-months visit, arranged by the 
British Council. Dr. Adler, who graduated in 1933 from the 
Faculty of Medicine, University of Rio de Janeiro, is the consulting 
plastic surgeon to the Air Force Hospital at Rio de Janeiro. During 
his visit here he will meet, and work with, British plastic surgeons 
—among them Sir Harold Gillies. 
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A meeting of the Medical Society of the L.C.C. Service will be 
held at Southern Hospital, Dartford, on Thursday, Aug. 2, at 
2.30 p.m., and will be devoted to rehabilitation and clinical 
demonstrations. 


Two inevitably belated reports on the health of the island in 1940 
and 1941 from Dr. Rowan W. Revell, M.O.H., Guernsey, have 
reached this office. The sanitation in the island is regarded as being 
most unsatisfactory, with gross overcrowding taxing the sanitary 
accommodation far beyond its capacity. A general lowering of 





















No. 6 
INFECTIOUS DISEASES AND VITAL STATIs . 


We print below a summary of Infectious Diseases ang Vi 
Statistics in the British Isles during the week ended June 4 


Figures of Principal Notifiable Diseases for the week and those for the 
sponding week last year, for: (a) England and Wales (London included), 1 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ire 

_ Figures of Births and Deaths, and of Deaths recorded under each infi 
disease, are for: (a) The 126 great towns in England and Wales (ig 
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health was noted, also the widespread occurrence of certain de- London). (b) London (administrative county). (c) The 16 principal ors des 
: - . : “saa : Scotland. (d) The 13 It " inci 
ficiency diseases. Furunculosis and other septic infections were Northern wien principal towns in Eire. (¢) The 10 principal tow j ener. | 
prevalent, probably due to vitamin A deficiency. Neuritis and de- A dash — denotes no cases; a blank space denotes disease not notifiable of », - not sen 
generative changes in the nails were common and were often cured *t™™ available. VERTISE 
by vitamin B. The population of 23,901 had a death rate of 14.6 ~ gM.A. He 
per 1,000 in 1940 and 16 per 1,000 the following year. There was Seen 1945 1944 (Corresponding Weg _— ~y 
little infectious disease in Guernsey. , le leale@diaal. Association 
a nae aah (a) | (b) | (©) | @ | ©] @ | (©) | (c) | |} fondon. 
Cerebrospinal fever 52 § 33) 4 I 44) 3 25) 9 hMA. Scor 
t a _ = | Pe 
EPIDEMIOLOGICAL NOTES nuns 2} feed | 
Discussion of Table Diphtheria 421 29 82; 66) 16) 432) 21 136 4) 
. <ttthy Woe nwa’ Pee ae? Paine: i= 
In England and Wales measles notifications fell by 622, and = a —_ bined 
k r ’ > Dysent 5 ike 3 
those for whooping-cough and acute pneumonia rose by 77 and Death. oy Hes ees e, —— * ‘| "1s _4 ~lQ—is tl 
48 respectively. — : — | Jostatic h. 
The rise in whooping-cough was general throughout the mee oe esemmeced Ee ee | —| |  Tecurred, fi 
country except in the east and south-west. The increase in acute Deaths cee nts ‘ns a ha | = aa | 1} ~ , —Ther 
pneumonia occurred mainly in Yorkshire and the south-west. - : nail sthologica 
The largest local variations in notifications of diphtheria were Frysipelas . _1|4 F 2 _ | 3 © te uence 
increases of 10 in Essex and in Yorks West Riding, and a fall “ ole 5 
of 18 in Durham. Measles was less prevalent almost every-  Infective enteritis or | 
where. Southampton had 149 fewer cases, and Kent 128. — under 2 of 
Dysentery notifications went up by 5. The largest returns Deaths =, 2 43) 8} S| 6 S| 34 67 6 - 10-4 cl 
were Lancashire 60, London 33, Nottinghamshire 27, Kent 17, = joes not O 
Northumberland 15, Yorks West Riding 14, Somerset 13. _ — 6,004) 249} 161; 40) 6 2,503 129 167 Sy sf mucous me 
In Scotland falls were recorded in the notifications of infec- _ ard hrm Reed tice — |__ 4] =} = freasing in 
tious diseases as follows: measles 244, dysentery 39, scarlet fever | Ophthalmia neonatorum | 7| 12} 1] —] 69} | 20) | ger stool. 
21, diphtheria 17. The totals for dysentery and diphtheria Deaths er ee Renate ¢ 
i c 
were the lowest in recent months. es Paratyphoid fever... eS eS 2 — sae” 
In Eire the total of 55 for diarrhoea anad enteritis was the Deaths 0 eo ne ee ee es ee 
largest since the beginning of last year: 47 of the cases were —— ——_—— —} 4 It ist 
4 ¢ A F P i i . 
notified in Dublin C.B. ’ Sri Death ena | a SS Rs occur 
Northern Ireland reported an increase of 11 in the notifications enza) wd : | ‘ins "= fae fe Greet, in | 
of whooping-cough. F isoni Pneumonia, primary “202 | | 4183] 13 2 “ bi} | 
ood-poisoning Deaths rr 12 8} 12 29) 1 ory 
One fatal case of food-poisoning from meat has heen reported a . It Is, 
Pol halitis, isin ant oun 
from Blackpool, and 3 fatal cases from Stoke-on-Trent. The ‘Deaths aan, aval 1 | — _: = 
latter outbreak, which has caused the serious illness of other - — — ee ee ton Hinds 
persons, was traced to a cooked-meat shop at Longton. The ~~~ “po acute. 8 ' 4a—} HY 6 —| 7 —|=femost ‘4 
food had been contaminated by mice and snails. i bot bh yw , 
Puerperal fever . . ie : & & — | 1 8 aa ware $ 
Vital Statistics for the First Six Months of 1945 Deaths |... | | a | 
The notifications of diphtheria in England and Wales during pee pyrexia} 133) 11) 8} 7 — - 8} 19) — 4. There 
the first twenty-six weeks were the lowest yet recorded, but the * - | - Ba Ged FS is treated \ 
notifications of dysentery were very high. The total for measles _ Relapsing fever 7 P= i a) = =| 5. It is 
was the largest since notification began. The figures for the ths - - | 6. It is | 
first half-year are: Scarlet fever 1,255, 62} 186, 25) 261,437, 66 187, 27) «mth const 
Deaths ij} —|—|—|—]| —| —|—]|—]=] No trea 
| 1940 1941 1942 | 1943 | 1944 | 1945 Smallpox wy ey Pes ee, a ee Bee ey — 
‘ a = aS, amet _. ta usua 
Scarlet fever. 25,224 | 29,517 | 29.827 | 50.344 | 48,654 | 36,302 aaneses id ie nh 
Whooping-cough 15, ; 36,616 | 50,302 | 56,4 33,5 : ree | 2 ipa . 
Diphtheria 18,221 | 26,147 | 20,569 | 19,154 |15978:| 12,032  T™phoid fever of Set 2 Ss-) S | 4 _4 AThis comr 
Measles . . ; 137,718 363,307 100,497 347,687 $2,622 412,823 oe ae thee Re. home dl _— [= | Dihapse is di 
Acute pneumonia . | 32,676 | 32, 27,369 | 28,442 | 24,499 | 21,472 Ne a _, |. | ae 
Cerebrospinal fever :: | 9,193 | 7,767 | 4271 | 2,203 | 1,851 | 1691 "Baus fever I ~s | — | sen “s 
Dysentery be 1,085 | 3,167 | 3,400 | 3,002 | 5,669 | 10,006 TR OD se: ees ||| |e ment only 
Paratyphoid and typhoid 998 1,169 442 | 358 247 259 Whooping-cough * 1,194 60; 46 24, 19}2,382) 178 110 60 2. Stra] 
. Deaths ~ W— 1| ee il 5| 2) — |= §passed wh 
Deaths (0-1 year) 284, 38; 38) 16, 20) 285, 43 44 only after 
_ The returns for the great towns suggest that the death rate and Infant mortality rate | | reasoning 
infant mortality will exceed the rates for 1944, when infant (per 1,000 live births) — 4. Passi 
mortality was the lowest ever recorded. There have been fewer Deaths (excluding still- | r || ~~ || |. [persuaded 
live births. The returns are: births) .. .. | 3,777) 550} 539) 173) 107] 4,660) 1,105| 497] 186 IMyariably s 
Annual death rate (per | | : 
| aids Nth ie 1,000 persons living) | [12-2} 11-2) | | U4) 124 ot 
reat Towns, first weeks Ee ce oL | 
— Livebirths .. .. | 6,653| 803| 887} 408] 280] 7,248} 821] 939/ 418] Mi however, | 
| 1942 1943 | = 1944 1945 Annual rate per 1,000 ie ee } | it of 
Death 129,230 124,090 | 128,656 | 132,693 eS |_| 17-7) 263} | nity be 4. Li 
aths - ee ’ 7 ,656 2,69: —|—_ —_|—__4__ | —_|-__} — . Line 
Live births . - | 150,858 169.956 | 186,651 | 174,276 Stillbirths ¥ Re 185} 18} 22) 212} +22) 31/ | this, and 
Infant mortality } 62°6 59-5 54-0 58:5 Rate per 1,000 total | | | . 
; | fof a child 
births (including 5 
eas stillborn) .. .. 2) 32 | - Peri- 
WwW > 
Week Ending July 7 - —e en 
* Measles and whooping-cough are not notifiable in Scotland, and the retur® in ‘iv s 
q olive 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,312, whooping-cough 
1,050, diphtheria 458, measles, 4,544, acute pneumonia 352, 
cerebrospinal fever 51, dysentery 210, paratyphoid 6, typhoid 
11, poliomyelitis 15. 


are therefore an approximation only. a 
t Includes primary form for England and Wales, London (administrati¥® outside tt 


county), and Northern Ireland. : needle b 
t Includes puerperal fever for England and Wales and Eire. eC 
§ Owing to movements of population, birth and death rates for Northem 6. Peri- 
Ireland are still not available. treatment 
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Letters, Notes, and Answers 
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W.C.1. Tevtepnone: EUSTON 2111 TELEGRAMS: Aitiology 
westcent. London. ORIGINAL ARTICLES AND LETTERS forwarded for 
plication are understood to be offered to the British Medical Journal alone 
| : ess the contrary be stated. 
al t » oo desiring REPRINTS should communicate with the Publishing 
inf Manager. B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
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association. TELEPHONE: EUSTON 2111. TeLeGramMs: Medisecra Westcent, 
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yA. SCOTTISH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 


X Rays and Prostatic Hypertrophy 
Q—Is there any evidence that the treatment of commencing 
prostatic hypertrophy by deep x rays, before total obstruction has 
curred, has given either temporary or permanent benefit ? 

















A.—There is no evidence that either the symptoms or the gross 
ological anatomy associated with benign prostatic hypertrophy 
I, influenced by deep x-ray treatment. 





Prolapsus Ani in a Child 


1! Q.—A child of 3 years has prolapsus ani. The prolapse, which 
joes not occur every time the child has a stool, is, of course, of 
nucous membrane only, and is quite easily replaced. It is not in- 
reasing in size. There is no phimosis or anything to cause straining 
at stool. (1) What is the best treatment? (2) Up to what age can 
«natural cure be expected? (3) In what percentage of cases does 
«natural cure fail to occur? 


A.—There are certain points to realize about this condition. 


3| | 


}———f 1}. It is not dangerous to life. I can find no case of a death due 
| 4 Goit occurring at the Hospital for Sick Children, Great Ormond 
— | —§Sreet, in the last quarter of a century. 

Tb 2. It is not painful. This is obvious to anyone who watches a 
| 


13, qaild while the bowel is down. ; 
3. It is, in the great majority of cases, an accomplishment rather 
| than a disability. Anyone who has endeavoured to study the condi- 
lion finds that when a child is admitted to hospital the prolapse 
iwmost invariably fails to occur, in spite of active exercise being 
permitted. When, however, the child finds the disciplinary gaze of 
the ward sister has changed to a worried and expectant home circle 
~The once more takes the opportunity to become the centre of 

utention. 

4. There is a strong tendency to spontaneous cure if the condition 

istreated with the minimum of notice. 
—| 5. It is often made worse by injudicious treatment. 
6. It is associated much more with frequency of the bowels than 
with constipation. 
No treatment of the efficiency of, for instance, Hamilton Russell's 
operation for inguinal hernia, is known. Below are listed most of 
~fthe usual methods with comments. 
1. Administration of Paraffin, Other Purgatives,.and Enemas.— 
IThis common line of treatment comes from the idea that thé pro- 
~}lapse is due to straining to pass a hard stool. This is not so; it is 
much more due to straining with am empty rectum; and such treat- 
ment only makes it worse 

2. Strapping the Buttocks Together—As a motion cannot be 
































oly after the passage of a motion, I have never understood the 
rasoning behind this treatment. It is quite futile. 

3. Passing the Motions Lying Down.—When the child can be 
persuaded to do this it is the best treatment of all, and almost in- 


however, the relations between mother and child are not such as to 
permit of this. 

4. Linear Cauterization of the Mucosa.—I have no experience of 
this, and the risks of disaster in going too deep in the thin bowel 
of a child are obvious, 

5. Peri-rectal Injections of Various Substances.—These are given 
with the idea of promoting adhesions between the bowel wall and 
the walls of the pelvis. Absolute alcohol is used, but 5% carbolic 











_ 4mm olive oil is probably better, about 3 c.cm. being injected just 
istrai*} outside the bowel wall laterally and posteriorly, the position of the 
needle being controlled by a finger in the rectum. 

6. Peri-anal Suture——This is probably the most reliable surgical 
treatment. 


J orthen| 
A ring of No. 1 catgut (Ombrédanne, in the French 











fashion, used silver wire) is run round the anus in the external 
sphincter and tied round an assistant’s finger, which gives a suitable 
diameter. 

(It should be noted that in all these last three methods of treat- 
ment it is not easy to dissociate mechanical effects from those 
produced by making the process of prolapse moderately painful. 
An instructive experience was when, in a most obstinate case, a 
peri-anal suture was half inserted and then removed because of 
fouling of the area during operation. The result was a prompt 
and permanent cure.) 

7. Resection of the Prolapsed Bowel.—I mention this as a 
curiosity of treatment which could occur only in the present stage 
of surgical practice. The result of the single case in which I have 
known it performed in a child was an intractable stenosis and a 
colostomy. 

Bronzing under Sun-lamps 


Q.—Why is it that natural sunshine causes bronzing of the skin, 
while exposure to an ultra-violet lamp at home causes redness, peel- 
ing, and no bronzing ? 


A.—It would not be correct to say that artificially produced ultra- 
violet rays cause redness and peeling but no bronzing. For ultra- 
violet radiations from the carbon-arc lamp are very similar in 
wave-length to those from the solar spectrum and can produce deep 
pigmentation of the skin. The question probably arises from the 
use of a quartz mercury-vapour burner, which produces more of 
the shorter ultra-violet rays. These readily cause erythema and 
peeling but do not cause deposition of pigment in the skin to the 
same extent as the longer rays. But repeated exposure to the rays 
from a mercury-vapour lamp can, nevertheless, produce pigmenta- 
tion, though not to the same extent as exposure to the solar rays. 


“ Talbot’s Iodine ” 


Q.—What is the formula of a prescription used in the treatment 
of pyorrhoeic gums and called “ Talbot's iodine ”’? 


A.—The formula for “ Talbot’s iodine” is: zinc iodide 15, water 
10, iodine 25, and glycerin 50 parts. 


as 


Continued Frequency after Gonorrhoea 


Q.—Twenty years ago a patient had treatment for gonorrhoea, 
and after having been pronounced cured he married and produced 
4 children. Three things he has never been free of since his cure 
are: (1) frequency and urgency of micturition, (2) nocturnal erec- 
tions, relieved by passing water, and (3) soreness of the glans unless 
he washes it at least once a day; these are now no better and no 
worse than they were 20 years ago. For an almost microscopic’ 
amount of non-specific urethral discharge diuretics, sulphapyridine, 
and sulphathiazole have been tried without avail; would penicillin 
help? What this man complains of most is frequency (“ Must my 
life be punctuated by urinals?’"). Can anything be done for him? 


A.—One thing seems to be reasonably clear—thai the patient was 
cured of his gonorrhoea. The frequency and urgency of micturition 
and the nocturnal erections quite possibly may be due to a residual 
non-gonococcal prostato-vesiculitis or to an enlarged prostate. A 
digital examination of the prostate and seminal vesicles and micro- 
scopical and cultural examinations of the expressed secretions are 
indicated. The soreness of the glans penis would not appear to 
be due to the same cause; in any case it is customary to wash 
the glans daily as a simple hygienic measure. Infestation with 
Trichomonas vaginalis should not be forgotten, and might account 
for all the symptoms; there is reason to believe that this condition 
is commoner than has been supposed hitherto. Another possible 
explanation is oxaluria. The diagnosis and exclusion of these are 
obvious. 

Treatment will depend on diagnosis; the blind use of penicillin 
would be most unscientific; this antibiotic is indicated only when 
infection with a penicillin-sensitive organism is proved. 


Pregnancy after Subtotal Hysterectomy 


Q.—A patient, aged about 37, had a subtotal hysterectomy for 
excessive menstrual bleeding which did not respond to hormone 
therapy or dilatation and curettage. Since then she has been well, 
and is now getting married. Is there any risk of pregnancy? The 
question may look foolish, but I presume it is possible that the 
proximal end of one or both tubes may canelize, and, supposing 
they were anywhere near the cervical stump, an ovum might escape. 
I seem to remember reading of a cervical pregnancy after a subtotal 
hysterectomy, though this must be a freak occurrence 


A.—Pregnancy can occur after subtotal hysterectomy and may 
develop in the cervix, tube, or adjacent tissues. li is, however, ex- 
tremely rare, and according to D. A. Connors and others (Amer. J. 
Obstet. Gynec., 1943, 45, 309) only six cases had been reported up 
to 1943. A seventh was described in November, 1944, by Margaret 
Stanley-Brown and Frances E. Shields (Amer. J. Obstet. Gynec., 
1944, 48, 714), and there have also been a few reports of cases of 
doubtful authenticity. In Connors’ case the cervix dilated and a 
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premature baby weighing 896 grammes was delivered through the 
vagina and lived 33 hours. The pregnancy was said to have been 
tubal in site, but W. E. Studdiford (Amer. J. Obstet. Gynec.. 1945, 
49, 169), in reviewing this case, suggests that it was more likely to 
have been a cervical pregnancy. 

In nearly every case described the divided ends of one or both 
tubes had been sutured to the cervical stump, so communication 
between the cervix and tube was the more easily established. In 
one case, however, both tubes and one ovary, in addition to the 
uterus, were removed, and the pregnancy occurred as a result of 
direct contact between the remaining ovary and the cervix. These 
rare instances, although of academic interest, should certainly be 
regarded as freaks, and the chances of any woman's becoming preg- 
nant after subtotal hysterectomy are so remote as to be outside 
practical consideration. 


Sodium Bismuthyl Tartrate for Arthritis 


Q.—Would any toxic effects be noted after the treatment of 
arthritis of many joints of two years’ duration in a woman of 62, by 
injections of sodium bismuthyl tartrate ? 


A.—In the writer’s experience no toxic effects have followed the 
treatment of arthritis by injections of sodium bismuthyl] tartrate, 
beyond a slight sense of fatigue and temporary increase of stiffness. 
A slight local reaction in the shape of tenderness round the site of 
the injection is often felt, but soon clears up. The initial dose 
should not exceed one grain, and in a patient of the age mentioned 
any further increase might be undesirable and the interval between 
doses should not be less than a fortnight and may be gradually 
increased to a month or six weeks. 


Bleaching for Hirsutism 


Q.—Can you describe the best method of bleaching for a case of 
mild hirsutism? Peroxide and ammonia do not seem to be effective, 
but the method employed may be at fault. 


A.—The method described is usually an effective bleaching pro- 
cedure; it is assumed that the solution has not been allowed to 
deteriorate by being kept too long before it is used. 


“ Trigger Finger” and “ Snap Finger ” 

Q.—What are the cause, pathology, and treatment of “ trigger 
finger’’ and “ snap finger’”’ ? 

A.—"“ Trigger finger,” “snap finger,” and “ spring finger” are 
names given to that condition in which one of the fingers, commonly 
the right middle finger, cannot be fully extended until by special 
exertion or by external aid full extension is produced with a jerk 
which is sometimes accompanied by an audible snap or click. It is 
more often found in women. The condition results from a slight 
swelling of one of the flexor tendons which finds difficulty in passing 
through a relative narrowing of the fibrous tendon sheath. Rarely 
the condition is congenital. The acquired form may follow healing 
of a punctured wound of the tendon sheath; or it may result from 
subacute inflammation stated in some cases to be due to repeated 
external pressure over the affected site occurring in the course of 
the patient’s occupation. Occasionally it may occur as the result 
of a small tumour of the tendon or tendon sheath. I cannot con- 
firm the statement that rheumatism may be a causative factor. 

A few cases are said to right themselves after a time. Mild 
cases due to indirect trauma may sometimes be cured by complete 
rest of the tendon, which can be procured only by adequate splint- 
ing for some weeks. In those cases in which palliative treatment 
does not cure and the patient experiences serious disability one 
must advise exploration of the tendon sheath. This operation must 
be carried out only by a competent surgeon with rigidly aseptic 
technique. The lesion is generally at the level of the metacarpo- 
phalangeal joint. Any small and localized lesion of the tendon 
should be removed; if there be a spindle-shaped enlargement of 
the tendon, it may be possible to reduce it to normal size by excising 
a narrow longitudinal strip. If this is considered inadvisable it 
may be sufficient to provide more room by omitting to suture the 
incision made into the fibrous sheath at the narrowed site; this will 
allow sufficient play for the tendon to move easily. 


Nocturnal Cramp in the Elderly 


Q.—Can you suggest treatment for nocturnal cramp in a female 
patient aged 77? The attacks come on fairly regularly in the calves 
of both legs at about 3 a.m. General health and condition is ex- 
cellent. Urine, blood pressure, arterial wall, etc., seem normal. 
Diet makes no difference. 


A.—Nocturnal cramp in the elderly is a mysterious phenomenon 
and the mechanism appears to be unexplained. It is obviously 
different from intermittent claudication, though similar treatments 
are often recommended. There is need for a controlled trial of 
remedies, as it is hardly credible that all those suggested are effective. 
In answers to similar questions on March 13 and 27, 1943, warm 











































leg baths twice daily, particularly before retiring at night, nicg = — 


acid 50 mg. daily, and resting with the feet up were recommend 
Dr. Lionel Picton suggested that calomel gr. 1/10 at night was 
sovereign remedy, while others have praised copper sulphate gr. 1/ 
to 1/6. Another line of treatment is to increase the fluid jp 
giving a tumblerful of water half an hour before each meaj 


3) B. resi: 
again before going to bed. Short courses of iodide of potase 


med to 


have been recommended on theoretical grounds. Quinine inued u 
alcohol might be expected to be effective, but the former ig , ing his 

reserved for malaria, and the latter is almost as difficult to Obtain, iemnity Fu 

total an 

D.D.T. for Pediculosis 19 (a) J. 

Q.—Can D.D.T. powder be applied neat in the treatment of hum his salary 

pediculosis? If not, what is the best easily available solvent? —includi' 
A.—D.D.T. is most easily used for pediculosis corporis in the fort gh “n 

of a powder diluted to 10% in any inert dust. It should noy pe M ind 


applied to the body in the form of a solution, as it is consider) ble to as! 
more toxic to mammals in solution than when in crystal form 
(See the annotation on toxicology of D.D.T. in this Journal, Marc 


10, 1945, p. 338.) J, M. has 
— op the Inle 
Pregnancy after Amoebic Liver Abscess . furnitur 


Q.—A woman aged 25 and two months pregnant was in July, duded als 
1944, severely ill with a liver abscess, which was opened and drained} +* A bal 
About a gallon of pus was removed and was found to be due to thiecion doe: 
Entamoeba histolytica. She now appears to be in fairly good health 4 propriet 
Is there any indication that the pregnancy should be terminated: bniture, © 


She has had one normal confinement 54 years ago, and whilebst ce she 
incubating her amoebic dysentery gave birth to a_ six-months 
anencephalic foetus. 

A.—Pregnancy in itself, after an amoebic liver abscess, cannot bd 1. K. ha: 
regarded as inimical to the health of the individual. In this parti vind of £4 
lar case, however, the liver abscess appears to have been very larg he don 
and the patient became severely debilitated during its course. The br 
assessment of her condition and her fitness to continue pregn 1/3rd ea 
can be made only on general grounds; the mere previous existeng, .|j.;. 

— a ot = hae eS an that claim. 
of an amoebic liver abscess is not in itself a contraindication | 
pregnancy. *? In thi 

Injury from Mine Explosion the case—V 

Q.—A naval officer, in a ship blown up by a mine, was thre gather 
into the air and landed back on his feet, sustaining severe impacieg. a Grst 
comminuted fractures of the upper ends of both tibiae. The lowe maid. ‘ 
ends of the femora were undamaged. The question arose whethe FF well *- 


the damage to his tibiae was done by the explosion acting upward. 
A ° P . im spent 
through his legs, or from his body weight acting downwards 



























he landed. I believe the naval conception is that it is the up ‘ — 
thrust of the explosion which causes the damage, but to me this i ' ee dis 
strange, as, in spite of the upper end of the tibia being weaker, i ; 
would be the moving bone, and I would expect to see at least some 
damage to the lower end of the femur on the x-ray films. 

A.—The questioner seems to attach considerable importance tg “EMS. 
the undamaged condition of the lower ends of the femora. EM.S. an 
sumably they were not inspected, and the absence of any evidence re — 


damage in the x-ray film is evidence only of damage re the bo 
One might cite a comparable injury—namely, fracture of the upp 
end of the radius. These are much more frequently treated b 
open operation within ten days of the injury, and I should havgship under 
said that there is always some damage to the capitellum of thie, by the 
humerus when inspected, although the x-ray picture shows oftegvhe firm’s 
no injury to the bone. The cartilage of the capitellum may Mpls fy (a 
extensively compressed and injured severely. current yez 

On statistics, this officer should have fractured his os calcis rathtficcording — 
than the upper ends of the tibiae. We must have seen dozens @fux calcula 
fractured os calces from mine explosions under the ship or explosiom\ysist if re 
between decks, when the deck comes up and strikes the patie 


ners? 
* Wes 


above. The force of the explosion is terrific, and may easily } 

enough to throw a man some feet into the air. Several men hi F. Hi 
. . - . H. jo 

come down in the water with their fractured os calces, but an ho dudent an 

or two in the water, even swimming, does not seem to do lie scee 


harm to the fractures. The force of the deck coming up agai basis? 

the patient must be very much greater, when measured in pounds =, 

the square inch, than any force exerted by a patient falling fromq “s’ No. 

height. subsequent 
It is unusual for the upper end of the tibiae to give way ig@rived fr 

preference to the os calcis, but here one would point out that tears carr 

os calcis is the moving bone, as the questioner puts it, but it 

the bone that gives way. It might be that this officer was standil 

with his knees a bit flexed, so that the force of the tibia being drive 


upward drove the tuberosity against a more convex portion of f edhe 
femoral condyle. This patient might have dis!oca‘ed his hip @ | : 
fractured his spine if these two latter had been in flexed position) + The 

I can recall one bar-tender, who was standing on the floor wiliAct, 1943. 
her elbows on the bar when a bomb exploded in the baseme Dledged t 
Both her os calces and her elbows were fractured. But I am su’™ount ol 
posed to deal with this problem from the point of view of a Na os = 


surgeon. _ 
. Policies t¢ 
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It, Ricotin 
ioe a INCOME TAX 
aid ta Return to United Kingdom 






meal an, j, B. resigned his appointment with a foreign Government and 
POtassinsearned to the United Kingdom on April 25, 1945. His salary 
linine sinued until the end of June when his appointment terminated. 
ner is nowbering his service abroad he paid 5% of his salary into an “ In- 
> Obtain, &nnity Fund,” to which his employers paid equal amounts and 
total amount accumulated will now be paid to him. 


+* (a) J. B. is a British resident from 1945-6, and that portion 
















Of humedt his salary which is paid to him in this country is liable to income 
lvent? including, we think, the 5% deduction which reaches him 
n the fo gmough the Indemnity Fund. (6) The lump sum paid to him out 
ld a ™ the Indemnity Fund does not appear to rank as “ income” 
siderably ile to assessment. 

t 

= , Ma Preparation of Balance Sheets 


J. M. has for many years had a complete balance sheet prepared 
by the Inland Revenue by his accountant—including the value of 
bis furniture, etc. Ought his wife’s furniture and jewellery to be 
S in July included also? 

d drained ** A balance sheet prepared in connexion with a trade or pro- 
ue to 4 xsion does not ordinarily include assets which are not owned by 
od health he proprietor and used in the trade, etc. We see no reason why 
‘Mindied Moniture, etc., belonging to J. M.’s wife should be included in a 


ind Whilébsiance sheet prepared in connexion with his professional practice. 
iX-months 











Cost of Maid’s Board and Lodging 


J. K. has for the past fifteen years been allowed a deduction of 
3rd of £52 a year as representing the appropriate part of the cost 
the domestic service employed on the professional part of the 
mises. His accountant has claimed an increase of the deduction 
9 1/3rd of £104, but the inspector of taxes has refused to admit 
that claim. 


** In this kind of claim so much depends on the actual facts of 
the case—wages paid, and cost of food, rent, etc.—that any general 
gidance is apt to prove dangerous. But a total charge of 6s. 8d. a 
wek certainly appears to be very low nowadays. We suggest that 
nthe first place careful estimates be made (a) of the total cost of 
te maid, including a proportion of rent, rates, and general expenses 
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be ae well as of food and _wages, and (b) of the proportion of her 
ds ime spent on the professional side of the work. If, as seems likely, 
ae figures point to an allowance materially in excess of 6s. 8d. per 
e this j k, the claim should be pressed, and taken to general appeal if 
och rther discussion with the inspector proves fruitless. 

ast some 


Division of Partnership Liability 


tance t¢  E-M.S.”—A and B. are in partnership. “ B. is serving in the 
a. PrjeM.S. and his salary is included in the partnership assessment. 
jence gmce April, 1944, tax has been deducted from his salary under 
re bonf?A-Y.E.”” How should the liability be adjusted between the 
e uppenpartners ? 


ated bi *,* We suggest that in the first place the assessment on the partner- 


Id hawhhip under Schedule D be reduced by excluding the E.M.S. salary— 
of tie, by the amount which has been included in the gross receipts. 
'S oflegThe firm’s total liability will then be £x (assessed under Schedule D) 
may M@plus £y (assessed on B. on the amount of his earnings for the 
tent year). The aggregate sum (£x+ £y) should then be divided 

S ratifaccording to the partnership shares and each partner’s share of the 
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lax calculated on that basis. 
sist if requested. 


No doubt the inspector of taxes will 


Change from Civilian Earnings to Army Pay 


F. H. joined the Army in September, 1942. In 1941-2 he was a 
student and his earnings for that year were small. Can he claim 
‘0 be assessed for his first year in the Army on the previous year’s 
basis ? 
*" No. Where a radical change in employment occurs the 
subsequent earnings must be. assessed on the basis that they are 
way igérived from a new source, and in such cases the first subsequent 
hat thgyear’s earnings are assessable on the basis of the actual year. 
it it i 
andip 





War Damage Contributions 






ry J. R. inquires whether these payments are deductible for income- 
hip ¢ &x purposes, and if not, why not? 





*.” The deduction is forbidden by Section 113 of the War Damage 
Act, 1943. The reason is understood to be that the Government is 
pledged to contribute to the fund up to a maximum of the total 
amount of the contributions, and is not prepared in addition to face 
the additional financial loss which would result from the income- 
x allowance of the individual's contributions. Premiums on 
Policies to provide further insurance cover are allowable. 










LETTERS, NOTES, ETC. 


“ Another Melancholy Example ” 


Dr. EsTHER CARLING writes: In the small print of “ Letters and 
Answers ” in the Journal of July 14 (p. 74) is an Editorial comment 
which deserves the prominence of a general article. It deals with 
the Government’s attitude to the safety of infant lives, describing 
it in the words at the head of this letter. That American troops in 
this country should receive a protection from unsafe milk which 
we do not accord to our own young children is surely a scandal 
that should be cried aloud. 


Vulval and Pubic Boils 


Dr. C. McC.uskey (Dungannon) writes: Concerning the answer 
to the question about vulval and pubic boils (July 7, p. 34), surely 
in such a potentially moist flexural area one could not begin treat- 
ment without excluding the auto-inoculation of bacteria by scratch- 
ing when a yeast is present. The isolation of this, and, if it is 
present, a benzoic salicylic acid ointment, will quickly resolve the 
condition. 

Physiology and Psychology of Craving 


Mr. Eric C. Woop (Chief Chemist, Virol Limited, Ealing, W.5) 
writes: Dr. H. C. Broadhurst states (July 7, p. 36) that “ we have 
not in fact an instinctive liking for the right kind of food,” and 
that “ rats deprived of vitamin B possess no instinct which prompts 
them to select food containing this vitamin when a variety of foods 
is offered to them.” His remarks are doubtless based on the work 
of L. J. Harris (Vitamins in Theory and Practice, 1938, pp. 199-206). 
But this is not the whole story. Dr. Magnus Pyke in a most 
interesting and suggestive article (Nature, 1944, 154, 229) quotes the 
work of Prof. Richter at the Johns Hopkins University School of 
Medicine, in which rats provided with purified carbohydrate, fat, 
and protein, together with up to 20 tubes containing the essential 
mineral salts and vitamins each in a separate solution, chose for 
themselves a perfect diet, even though most of the solutions had 
neither taste nor smell. Moreover, when the pancreas, adrenals, 
or parathyroids were removed from certain animals, they adjusted 
their diets so as to compensate so far as possible for the consequent 
alterations in their metabolism. Pyke also quotes (from Richter) 
two experiments with human subjects. ‘“ The first concerns a three 
and a half year old boy with undiagnosed destruction of the adrenal 
cortex. This child kept himself alive for more than two years by 
eating handfuls of salt. When he was taken under control and fed 
a ‘proper’ hospital diet he died. The second experiment is of 
more general application. A graph was made of the percentage’ 
of children between the ages of 5 and 14 years who liked a test 
sample of cod-liver oil. In general the frequency decreased as the 
age increased and as the known physiological needs diminished.” 
It would seem, therefore, that we cannot afford to be dogmatic on 
the question under discussion, and there is much need for further 
research. 

Ascaris lumbricoides 


Major F. H. Srewart writes: In the Synopsis of Medicine 
by Sir Henry Tidy, under the heading Ascaris lumbricoides, the life 
history of this worm is described and the authority quoted as Low. 
The work is, of course, mine, published in the British Medical 
Journal and Parasitology between the years 1916 and 1921, and 
confirmed by Ransom and others. Although Dr. George C. Low 
published several notes of helpful comment on my work in the 
Journal there is no record of research on Ascaris by anyone of this 
name. When this mistake in the 7th edition of the Synopsis of 
Medicine came to my notice I wrote to the author pointing it out 
and received the following answer: “I am much obliged for your 
note with regard to the life history of Ascaris lumbricoides. 1 will 
certainly take it into consideration if I am called upon for another 
edition.”” Another edition has been published this year, but the 
above erroneous statement remains uncorrected. 


Sir Henry Tipy writes: Major Stewart is of course quite correct 
that the credit for this work is due to him. On looking through 
my corresponcence I have found his letter dated Sept. 16, 1939. 
Matters were somewhat hectic at that time and the letter was placed 
by mistake in an old folder and was consequently overlooked 
when the seventh edition was revised. If a further edition is called 
for the correction will certainly be made. In the meantime I trust 
that Major Stewart will accept my apologies for the oversight. 


Lead Palsy 
Dr. W. W. ANpDERSON (London, N.W.11) writes: In your answer 
in the Journal of May 26 on the subject of lead palsy, you say 
that the extensors of the wrist are affected in painters because those 
are the muscles “‘ most used.”” How about my own father, a clergy- 


man, who had a complete palsy the result of chronic lead poisoning 
caused by drinking water that had been stored in a lead-lined 
cistern. In his case, at any rate, the cause was not “ fatigued 
muscles.” 
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Hallux Valgus 


Mr. W. Saye Creer (Manchester) writes: Your consultant’s 
reply in “ Any Questions? ” on the prognosis of arthroplasty for 
hallux valgus in a female aged 65 (June 2, p. 792) is so far from 
the common experience of a number of orthopaedic surgeons that 
it ought not to be allowed to pass without comment. Hallux valgus 
is not “ likely to be but a part of a widespread foot disturbance ” 
but is certain to be. Neither in palliative treatment, such as padding 
and strapping, nor in surgical treatment, such as an arthroplasty, 
does the experienced chiropodist or surgeon attempt to correct the 
disturbance. He sets out to relieve the symptoms which are present. 
In hallux valgus the symptoms are either pain or inflammation. 
Pain may be due to pressure of the metatarsal exostosis or an 
osteophyte which squeezes the skin and other soft tissues against 
the shoe; to arthritis of the metatarso-phalangeal joint; to incipient 
or actual ingrown toe-nail caused by the rotation of the hallux; to 
a callosity under one or more metatarsals; to the overlapping of 
the first by the second, or vice versa; or to dislocation of the second 
(rarely another) metatarso-phalangeal joint. Inflammation is due, 
commonly, to the squeezing of the bursa (bunion) between the 
metatarsal exostosis and the shoe. 

It is quite true that efficiently and regularly applied pads will 
often relieve the pain due to pressure. But they won’t relieve dis- 
located joints. And corrective strapping corrects for only a few 
minutes, because poorly shaped shoes quickly nullify its effects. It 
is a fact beyond dispute that a phalangeal arthroplasty plus an 
excision of the metatarsal exostosis and trimming of any osteophytes 
—i.e., reshaping of the metatarsal head—is the quickest and most 
certain way of relieving the majority of our patients. It is im- 
portant not to overlook the necessary operation for an established 
ingrown toe-nail or the dislocation of any other metatarso-phalangeal 
joint. But it does improve the shape of the foot to an astonishing 
degree. 

If careful tracings of skiagrams taken before and after such an 
operation are superimposed on one of the theoretical shape which 
correction of the varus first metatarsal would give, it will be found 
that the difference is almost negligible. (I would have omitted 
“almost ”’ if I did not know that as a profession we dislike admitting 
that we are capable of obtaining excellent results.) In other words, 
a theoretically unsound operation will generally give a better result 
than it ought to do. And a theoretically more satisfactory opera- 
tion is often disastrous. Of course, no patient can start hopping 
about in a few days. They ought not to be allowed to attempt to 
walk under three weeks. After another three weeks they will be 
walking well. After six months they will be singing their surgeon’s 
praises far and wide, and the older ones recover more rapidly than 
the younger. Naturally—they have had pain for so long. 

Local gangrene.and delayed healing are not the result of operating 
on the elderly. They are the result of operating inexpertly. A 
tourniquet if a general anaesthetic; a small concentration of 
adrenaline if a local anaesthetic; cutting and not tearing of the 
tissues; keeping the fingers out of the wound; avoidance of 
*“ permanent ” deep sutures; not longer than ten minutes per foot; 
the removal of plenty (almost of excessive amounts) of bone; post- 
operative rest in plaster-of-Paris for three weeks—there are the 
secrets of success. Age is of no importance, except that, as already 
stated, the elderly usually do better than the young. Three weeks 
in bed and three getting over it are, in the opinion of most patients, 
much less troublesome than the bother of months of regular visits 
to the chiropodist. It’s over and done with at one go. Lastly, 
“* psychological ” treatment is important. Tell the patient the facts 
of the time it will involve; remember that convalescence is irksome 
because she is not “sick ”’; cheer her up; jolly her along; warn 
her of swelling and aches before she complains of them. The 
Pessimistic surgeon commonly gets a bad result. 


Ptyalism of Pregnancy 


Dr. A. W. Bauer (Cambridge) writes: With reference to the ques- 
tion dealing with ptyalism in pregnancy in your issue of Aprii 14 
(p. 543) I should like to recommend another remedy: Put repeatedly 
very thin slices of lemon between the cheeks and the teeth of the 
patient. This application is not only simple but sensible, inasmuch 
as it combats the acidosis which in every pregnancy is easily apt to 
occur unless the diet is kept on basic lines providing the internal 
metabolism with sufficient indirect alkalis. For those who do not 
object on grounds of principles to employ homoeopathic remedies, 
I can suggest two other remedies: Mercurius D4 tablets, one tablet 
five times a day, or Jaborandi D6 tablets, one tablet three times a 
day, by mouth. These tablets can be obtained from any homoeo- 
pathic pharmacy. I have never refused to employ remedies the 
efficiency of which has been known to me by experience. 


Pregnancy after Perineal Operations 


Dr. T. G. Rosinson (East Boldon, Co. Durham) writes: In the . 


Journal of May 5 (p. 652) appears the following question: “A 
woman of 30, healthy and strong, who was confined a year ago, has 





just been operated on for cystocele, rectocele, and perineg 
What advice does one give on future confinements? How 

she safely conceive, and are there any special precautions? 
only confinement, which took place a year ago, as above menti- 
was a non-instrumental delivery, but she had seven stitches, 

the operation she was fitted with a ring, but even a No. 12 dro 
out when she stood up.” The answer states, “ She should 
least six months, and preferably one year, from the time of @ 
operation before embarking on another pregnancy.” In my 
such advice is unduly cautious, and I should be interested tg 
the views of others. A properly carried out plastic repair 
restores the parts as nearly as possible to normal should stand « 
stress of labour within a year provided an adequate episiotomy 
performed as soon as the head begins to distend the periy 
Last year I operated on a patient whose last period had ¢ 
fourteen days previously; she was pregnant, but neither I nor 
knew it. In the post-operative period it was noted that the we 
healed unusually rapidly, due, no doubt, to hyperaemia of the p 
The subsequent pregnancy and labour (episiotomy) were wit 
incident. She went home on the sixteenth day of the puerpem 
and has not developed prolapse or stress incontinence subseque 
I feel that a rule of thumb should not be laid down in these g 
There may have been a few years of infertile marriage before 
pregnancy which led to the injuries, and the baby may have 
stillborn or died after birth. In such circumstances advice agaj 
embarking on another pregnancy may cause psychological upset, 
will be accentuated if, after waiting for a year, a pregnancy 
not materialize for another year or so. Conversely, if a pregn; 
occurs before the “ appointed day *’ distress may be caused to} 
husband and wife. Lastly I think the wording of the question 
unfortunate. Perineorrhaphy is not a condition for which a patj 
can have an operation. Future advice would surely be given 
future pregnancies, not confinements, and a description of the} 
juries sustained would be preferable to “ she had seven stitches,” 


Sleep-walking , 

Dr. C. Ismait (Ceylon) writes: In the “ Any Questions? ” co 
on Jan. 27 last (p. 139) a question was asked as to what precaufj 
could be taken to prevent a girl from sleep-walking. In my li 
experience the best and simplest method is to keep a basin of 
water by the side of the bed at the spot where he or she is 
to put the foot down. The moment the bare foot touches the 
she will wake up and thus prevent her from sleep-walking. 
if the foot touches the edge of the basin the water will be sprin 
and she will thus wake up. mS 


Allergy to Fish in an Asthmatic Treat 


Dr. THomas Rees (Warrington) writes: Mrs. L., aged 55, whe ’ An 
subject to asthmatic bronchitis, ate a portion of cod-fish for _ ME 
tea. She was later seized with abdominal pains and vomited. er 
generalized urticaria developed and she vomited several times. : 
lips began to swell and she experienced difficulty in breathing. 
this point I was summoned, and on arrival found her lips oede 
and her tongue almost filling the oral cavity. She was an a 
colour with gasping respirations and stridor. I injected adr 
hydrochloride 1-1000 slowly minim by minim, and after about 
minutes the stridor subsided and her breathing became easier 
her lips and tongue became less swollen. I continued the adre 
until I had given her 15 minims. She then had a violent attack 
vomiting. She said she felt cold and her pulse was of pa 
quality; I gave 1 c.cm. nikethamide and she was wrapped in 
blankets in front of the fire. Her condition then improved o 
siderably. Her husband had also had some of the fish without ¢ 
effect, so it does not seem likely that it was infected. This is 
unusually severe case of food allergy in a susceptible subject. 


Toothbrushes and Good Teeth 


Dr. G. ArsBour STEPHENS (Swansea) writes: An ex cath 
statement such as appears on page 793 of your issue of June 2 ne 
to be considerably modified. My experience of a very large num 
of child examinations is that the teeth of children to-day are im MeD 
far finer condition than they were 20 years ago, but there is f Inf 
evidence that the sale of toothbrushes has increased during 
period. One knows, however, that the intake of milk by child 
has increased enormously during that period, and, speaking 
some authority, I consider the good teeth of to-day to be due 
that fact. The greater intake of milk means an increased cd 
sumption of lime salts in a very absorbable form. 


> 


_ The 
Disclaimer 
Dr. GERTRUDE JEFFERSON writes: I desire to disclaim any authori 
for the, publication of my name as the authoress of some rem: 
on the ill effects on women of queueing, in the Daily Express @ 
July 13. In it I am wrongly spoken of as neurologist to i” 
Manchester Royal Infirmary. I am in fact acting psychiatrist. 


